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... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary... 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


. . . because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
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Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
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more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg. Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 144 
tablet q.i.d. 
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Emerging Industrial Health Problems 


HENRY N. DOYLE 
Aasistant Chief, Occupational Health Program 
Division of Special Health Services, Public Health Service 


U.S. Department of Health, Education, and Welfare, Washington, BEE. 


N OVER 40 years of operation in the field of oc- 
cupational health, the Public Health Service 
has had an opportunity to observe several 
shifts in the character of health problems con- 

fronting industry and the worker. A look ahead 
shows that yet another change, with great impli- 
cations for occupational medicine, is inevitable. 

As the result of the work of the industrial 
health team over the past few decades, the classi- 
cal occupational diseases no longer have the same 
degree of health significance. With the applica- 
tion of our present knowledge, classical occupa- 
tional diseases, as we presently know them, could, 
in another generation, become as rare as certain 
of the communicable diseases. However, while 
these diseases are on the wane, a new set of prob- 
lems is looming on the horizon. 

The industry of the future, with its emphasis 
on automation, electronic and chemical operations 
and nuclear energy, may introduce numerous 
physiologic, pathologic and psychologic health 
problems. Some of these problems may have more 
far-reaching effects than those of the past. Thus, 
while chemical hazards in today’s industry affect 
only the workers directly exposed, in the industry 
of the future, electromagnetic radiation, unless 
adequately controlled, might possibly affect gen- 
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erations yet unborn in the families of exposed 
workers. 

The onset of automation also calls for a new 
orientation. Whereas in the past we were con- 
cerned primarily in fitting the environment to 
the man, in the future our big job is going to be 
to match the man to the machine. Known as 
human engineering, this is an area in which the 
private physician, as well as the industrial physi- 
cian, should become increasingly involved. Rather 
briefly, here is how the problem appears to 
shape up. 


Human Engineering 
OST modern machines are complex. As their 
functions continue to become more special- 
ized and intricate, the jobs of the men who run 
them also become more specialized and intricate. 
As equipment designers devise more ingenious 
uses and techniques, the human faculties of per- 
ception, action, reaction and decision can be taxed 
to such an extent that it is no longer possible to 
take full advantage of the machine unless its con- 
trol can be tailored to human capabilities. Our 
machines must be manned by the average human 
being. Their operation must be governed by his 
capabilities under the influence of mental stress, 
fatigue and sudden change. Consequently, the 
average man’s capabilities must be analyzed and 
measured and this information made available to 
the designer and engineer to enable their further 
progress. 








The task of human engineering is to increase 
the effectiveness of a man-machine system by 
training it as a unified system. The engineer and 
physicist, in their design of machines and artifi- 
cial environments, have outstripped medicine in 
its ability to determine the adaptability of man to 
scientific progress. Thus, there is need now for an 
extension to the industrial worker of the type of 
work begun during World War II, when physical 
limitations were studied in relation to aviation 
and combat missions. 

Meanwhile, as industry becomes more mechan- 
ized, new concepts of the preplacement physical 
examination need to be incorporated. The physi- 
cian needs to consider the physiologic and envi- 
ronmental conditions to be encountered during 
the operation of the machine as well as the physi- 
cal requirements, such as the sense organs in- 
volved, the discriminations to be made in percep- 
tions, the over-all movements of the operator, and 
the speed and accuracy requirements of the ma- 
chine. In effect, a detailed job capability analysis 
may eventually become an integral part of the 
physician’s preplacement examination. A simple 
statement of whether the man is capable of per- 
forming heavy labor will not be sufficient. Need- 
less to say, the change to automation will not 
come about overnight, nor will all industries 
be affected. Nonetheless, it is evident that we 
are on the threshold of a new era of industrial 
health, an era in which the man will be matched 
to the machine as well as the environment to the 
individual. 


Radiological Health 

ERHAPS the most familiar of the emerging in- 

dustrial health problems is that associated with 
radiation. The principal deterrent to the safe use 
of nuclear energy for peaceful purposes continues 
to be the lack of knowledge regarding the long- 
term effects of low levels of radiation. Research 
to determine the biochemical and cellular effects 
of large doses of radiation over short-term expo- 
sures has contributed much valuable information 
for public health purposes, but vital data are still 
lacking on the effects of protracted low expo- 
sures. Such information is basic to the develop- 
ment and expansion of the nuclear energy indus- 
try if protection of the health of the worker and 
the general population is to be a prime factor. 


Industrial Toxicology 

HE NEED for basic information is also becom- 

ing more critical in the field of industrial toxi- 
cology. The number of new compounds being 
developed each year for industrial application, 
either as an industrial intermediate or for public 
use, is gigantic. The cost of screening these com- 
pounds and the resources needed for the job are 
tremendous. Many companies have within recent 


years started their own toxicologic laboratories, 
yet the number of compounds which receive toxi- 
cologic evaluation before their general release 
is relatively small in comparison to the total. 

Moreover, there are inherent difficulties in 
applying the findings of the toxicologist to the 
human being. In most cases, we have only been 
able to define those organs of the body which may 
be affected by toxic chemicals. In a few instances, 
highly toxic compounds have been overlooked be- 
cause of this inability to translate from animal to 
man. In view of the expanding use of organic 
compounds responsibility must be passed on to 
the physician to report illnesses in which there 
is a suspicion that a commercial product is in- 
volved. 

Aside from its importance as a screening tool, 
toxicology holds promise of becoming a valuable 
adjunct to the medical profession. Research in 
toxicology is leading us into the fundamentals of 
the pathologic reaction of the body to foreign 
substances. For example, some preliminary work 
performed in our toxicologic laboratories indi- 
cates that it may be possible to detect subtle 
changes in the body while they are still reversible 
and while therapy and prevention are possible. 
Other studies may lead to techniques which will 
permit the physician to detect disease conditions 
long before they become recognizable by usual 
diagnostic criteria. Emphasis, therefore, is being 
shifted from the mere determination of lethal 
doses and description of injury to the manner in 
which the injury makes inroads on the health and 
well-being of the individual. This is, in essence, 
preventive industrial toxicology. Our experi- 
mental sights thus have been directed from the 
cellular level, in which the pathologist and hema- 
tologist look for changes, to the more intimate 
intercellular and enzymatic level, to be explored 
and interpreted by the biochemist, the physiolo- 
gist, and the pharmacologist. 

Several research needs yet remain unmet. One 
is for a study of the effects of combinations of 
potentially toxic materials, as found in the com- 
plex industrial environment. Another area which 
needs to be explored concerns the effects of exer- 
cise and temperature changes, as well as alcohol 
and environmental factors, on the toxicity of 
various agents. 


Toxicologic Intelligence Center 
SIDE from research needs, there is an equally 
important problem entailed in the collection 
and dissemination of industrial toxicologic data. 
Keeping abreast of advances in industrial tech- 
nology and the potential health hazards associ- 
ated with them has always been a major problem 
in industrial health. The mid-Twentieth Century 
industrial revolution completely overshadows in 
impact and scope any other period of industrial 
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‘rowth and accentuates the need for an intelli- 
ence service. The usual public health intelli- 
ence, particularly data on morbidity and mor- 
ility, does not meet this need since the industrial 
ealth field involves numerous diseases, many of 
hich are not recognized as clinical entities and 
»w of which are reportable. This need will only 
e met by a mutual understanding among medi- 
ine, industry, labor, and the academic institu- 
ions to report diseases, trends, and problems to 
. single designated agency, which then would 
-valuate and report on the data collected. 

By bringing together piecemeal information 
rom a variety of sources, it would be possible 
o predict answers to questions concerning new 
nvironmental factors and industrial processes 
n the causation of occupational diseases and po- 
tential worker health problems. Industry and 
labor, as well as the medical profession, would 
thus be currently informed on new diseases aris- 
ing in industry, the pathologic nature of such dis- 
eases, their prevalence in terms of number of 
workers and types of industries affected, and the 
effectiveness of control measures. An intelligence 
service of this type would permit a better utiliza- 
tion of both governmental and private indus- 
trial health resources and professional skills. It 
would also result in better understanding of po- 
tential problems so that resources could be 
brought to bear before these problems became of 
nation-wide significance. 

There is need to maintain current files on ac- 
tivities of research organizations regarding the 
types of problems being investigated, the investi- 
gational techniques, and primary findings. Such 
centralized data would serve to expedite research 
activities, provide a degree of coordination which 
is presently almost nonexistent, and assist in 
defining the areas of research needs. An intelli- 
gence service of this type is a major prerequisite 
if we are to move ahead effectively in the indus- 
trial health field. 


Occupational Factors in Chronic Diseases 

ET ANOTHER emerging problem of broad health 

implications revolves about the determination 
of occupational factors in diseases generally con- 
sidered to be nonoccupational in origin. When we 
ponder that many of our compensation laws 
recognize only those diseases which were ac- 
knowledged as occupational in nature by English 
law in the mid-Eighteenth Century, we cannot 
help but suspect that our research has lagged be- 
hind the tremendous technologie advances of re- 
cent years. Some court decisions have already re- 
flected the possible inadequacy of the old concept 
of occupational disease. These have been rulings 
that certain diseases, which are not generally con- 
sidered occupational in nature, are compensable 
because they have been either produced or aggra- 
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vated by the industrial environment. Thus, pre- 
cedents have already been set for compensation 
awards for deaths due to heart conditions. There 
have been numerous awards for loss of hearing, 
althou#h we cannot yet differentiate between 
hearing loss due to advancing age and factors in 
the nonindustrial and the industrial environment. 

Man, in pursuing his occupation, is afflicted 
with a wide variety of diseases, ranging from 
those which are known to be occupational to those 
in which the work environment has little or no in- 
fluence. Between these extremes, however, are 
certain diseases whose development and progres- 
sion may be distinctly influenced by occupational 
factors. 

Although most of the recognized occupational 
diseases have been investigated and preventive 
measures developed, no concentrated attempt has 
been made to determine the morbidity-mortality 
patterns of workers in various occupations. Our 
knowledge of the total effect of the working en- 
vironment on the health is dependent on a deeper 
probing into the health problems of various occu- 
pational groups. For example, it is suspected by 
some that workers subject to great stress and ten- 
sion are more susceptible to heart disease, peptic 
ulcers and vascular disturbances. Dust exposures 
have been implicated as one of the causes of em- 
physema. Those who work under humid condi- 
tions are suspected of having a greater incidence 
of arthritic and metabolic diseases, whereas per- 
sons exposed to excessive heat and low humidity 
suffer dehydration which may result in an altera- 
tion of the body chemistry. How these exposures 
may affect man’s normal resistance to disease has 
not yet been determined. 

Of the 400 to 500 million man-days lost each 
year owing to temporary disability, it has been 
estimated that 10% are due to occupational fac- 
tors and that 90% result from nonoccupational 
injuries and illnesses. In this so-called nonoccu- 
pational group, a proportion yet unknown of the 
illnesses is doubtless due to chronic diseases 
which may be related in part to occupational fac- 
tors. This supposition accentuates the need for 
studies which focus on the individual rather than 
on his environment, an examination of his reac- 
tions to his work, and an exploration of the far- 
reaching cumulative factors of a highly mechan- 
ized and technologic society. 


Adult Health Maintenance 

N EMERGING health problem that represents at 

once a need and an opportunity concerns itself 
with promotion and maintenance of the health 
of the worker. The need is for the application of 
preventive health measures to the adult popula- 
tion; the opportunity is that afforded by the 
workplace to bring the benefits of preventive 
medicine to large numbers of men and women. 








Despite the millions of dollars which are present- 
ly being expended for research on diseases of the 
adult, little concentrated effort is being made to 
develop techniques for applying this knowledge. 
Local health departments, with their excellent 
record of achievement in many phases of public 
health, are not yet equipped to provide preventive 
health services to large groups of the adult popu- 
lation. The provision of health services at or 
through the place of work, however, has been 
demonstrated to be a practicable means of reach- 
ing large segments of adults. Presently, less than 
10% of the employed population have the benefit 
of preventive health services. Unless a positive 
move in the direction of extending industrial 
health services is soon made, the application and 
knowledge of diseases of the adult will lag in- 
creasingly behind research findings. 

Since World War II, we have seen a tre- 
mendous expansion of health insurance plans in 
industry through the efforts of labor organiza- 
tions. This growth is illustrated by the number 
of workers covered by health insurance and medi- 
cal care plans in 1950 as compared to 1954 — 
7,600,000 and 12,000,000, respectively. This im- 
portant social development justifies a critical 
analysis of the relative benefits provided the 
worker through such programs, a comparison of 
the benefits provided by the several plans in gen- 
eral use, their impact on the general health prob- 
lem of the nation, the attitude of medical societies 
and the community and the worker toward such 
plans, and the success of these plans as a means 
of meeting the cost of medical care. Labor, in 
general, has been pleased with the plans as a 
means of meeting the cost of medical care. How- 
ever, there are signs that organized labor is plac- 
ing increased emphasis on preventive health serv- 
ices and industrial hygiene practices. 

Concurrent with this labor trend, there is an 
increased awareness on the part of industrialists 
of the need for complete industrial health serv- 
ices. Within recent years we have seen many of 
our large companies change the philosophy of 
their industrial medical programs; their services, 
which previously had been largely limited to the 
care of traumatic and acute illnesses, now include 
broad preventive health measures. Much needs to 
be done, however, to extend such services to a 
large proportion of our working population. Actu- 
ally, only 2% of our workers are employed in 
plants of over 1,000 persons. Seventy-five percent 
of the workers are in plants of less than 500 per- 
sons, and it has been frequently said that these 
plants cannot economically afford a preventive 
health program. However, their problems are 
equally as severe as those of the large plants. How 
economically and effectively to provide industrial 
health services to the workers in small establish- 
ments represents one of the greatest challenges 











at present in the industrial health field. To date, 
as a result of various approaches to this problem, 
three general types of industrial health programs 
for small plants have evolved: (1) community- 
sponsored programs, (2) cooperative programs, 
and (3) individual programs. 

Community-sponsored programs. An excellent 
example of community-sponsored programs is the 
service offered by the Birmingham, Alabama, In- 
dustrial Health Council. In addition to a central 
clinic where preplacement and special examina- 
tions are performed, the Industrial Health Coun- 
cil provides mobile units in which a battery of 
laboratory diagnostic tests are given to each em- 
ployee. For follow-up care, patients are referred 
to their personal physician. Each plant also is 
provided regularly with health education ma- 
terials and services. 

Cooperative programs. An industrial health 
service may be operated by several independent 
establishments that jointly engage one or more 
health personnel to provide regular services to 
their employees at facilities in each of the sev- 
eral establishments. An industrial health service 
may also be operated by several establishments 
that cooperate in engaging one or more health 
personnel to provide regular health services ex- 
clusively to their employees at a conveniently 
located single (central) facility jointly main- 
tained for that purpose. 

Individual programs. In many areas of the 
country individual physicians have -established 
central industrial clinics to provide industrial 
medical and nursing services to surrounding 
small industries. Such clinics may be found in 
many cities, including Newark, New Jersey; 
Cleveland, Ohio; Buffalo, New York; Seattle, 
Washington; Portland, Oregon; and Milwaukee, 
Wisconsin. 


Role of the Private Physician 
A MAJOR requisite for the successful operation 
of these industrial health programs — no 
matter what form they take — is that the plant 
physician have the confidence of, and free ex- 
change of medical information with, hospitals, 
clinics, the local health department, and his fel- 
low practitioners in the community. Only through 
the cooperation of the private physician and the 
industrial physician can we hope to realize the 
full potential of such programs in the early de- 
tection and prevention of disease. 

A close relationship between the general prac- 
titioner and the industrial physician, wherever 
he may be found, is also basic to the successful 
solution of some of the emerging industrial health 
problems. The private physician has both an op- 
portunity and a responsibility to develop the 
medical data that are still lacking in many vital 
areas. He would be more mindful of this obliga- 
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ion if he were to remember that his industrial 
olleagues are few and that the bulk of industrial 
i1edical practice is handled by the general prac- 
itioner. This places the general practitioner 
quarely in the middle of the industrial health 
eld and presents him with an opportunity for a 
ontribution that can be extremely satisfying and 
ewarding. 


By helping to solve industrial health problems 
as they arise, we are contributing to the economic 
and social well-being of the community as well as 
the health of the individual. The industrial po- 
tential of American industry is in part dependent 
on the worker being able to enter a new industrial 
era unafraid of the future and assured that all 
measures have been taken to protect his health. 





American Academy of Occupational Medicine 


N FEBRUARY, 1956, the American Academy of Occupational Medicine celebrated its 
10th Anniversary. On that occasion it was quite natural that the Academy should 
take stock of itself and examine its position in the world of occupational health. Without 
feeling complacent or smug, the Academy may justifiably take pride in its achievements. 
The American Academy of Occupational Medicine differs from other organizations in 
the field by limiting its membership to physicians who devote full time to some phase 
of industrial medicine; but merely being ‘“‘full-time” does not of itself qualify a candi- 
date for acceptance into the Academy ranks. A standard of quality in training and 
performance acceptable to the Board of Directors is also required. Qualifications for 
fellowship in the Academy, are as exacting as those of the recently established Specialty 
Board in Occupational Medicine. It is often stated that American medicine is over- 
organized. If this is true, how does one justify the formation of another organization? 
One answer is that any effort directed toward raising standards of practice is justifiable, 
provided, however, that the effort can be shown to bear fruit. An examination of the 
American Academy of Occupational Medicine in its 10th year amply vindicates the wis- 
dom and vision of its founding fathers. The Academy has held eight annual meetings, 
each with two or three days devoted to scientific sessions. Attendance has never been 
less than one-half of the active members — a remarkable record even for an organiza- 
tion whose membership now numbers about 250. The meetings are characterized by a 
freedom of discussion rarely encountered in other medical gatherings. The proceedings 
of these meetings are published and distributed by the Academy. The Academy has 
assisted other groups in organizing industrial health symposia and recently was 
requested by the American Board of Preventive Medicine to help in developing the 
examination program for candidates for certification as specialists in Occupational 
Medicine. Other activities of the Academy include the planning of short, intensive 
courses in occupational health and steps to collaborate with the American Medical 
Association and the Industrial Medical Association in setting up and maintaining 
standards for in-plant medical programs. Thus in many ways, the American Academy of 
Occupational Medicine is contributing significantly toward a “new look” in industrial 
medicine, and toward giving proper status and stature to the qualified industrial 
physician. —L. J. G., in Minnesota Medicine, November, 1956. 
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New Traction Frame for Treatment 


of Low Back and Cervical Pain 


EDWIN F. 


MASON, M.B.E., and BRYAN_O. SCOTT 


Department of Physical Medicine, Radcliffe Infirmary, Oxford, England 
HARRY EPSTEIN, M.D., and NORMAN MINDE, M.D. 
Pittsburgh 


HE USE of traction in the treatment of spinal 

derangements which produce low back pain, is 
not new. Its history may be traced to the time of 
Hippocrates.! From a theoretical standpoint, the 
idea of reducing derangements of the spine by 
traction, appears both logical and attractive. 
There is no controlled series of cases treated by 
this method with specific regard to the type of 
traction, owing to the lack of a means of apply- 
ing that traction in a manner which can be ef- 
fectively analyzed. One of us (B.O.S.) has de- 
vised a frame and harnesses (Fig. 1) which we 
submit will fulfill these requirements from a re- 
search viewpoint, and can also be employed sub- 
sequently in the form of adequate and satisfac- 
tory treatment.” 

The apparatus consists of a traction frame 
with lumbar and cervical harnesses. The frame is 
constructed of tubular steel sections with welded 
joints. It is portable and easily assembled. Trac- 
tion is applied by a movable head frame con- 
trolled by a screw, turned by a handle. The pa- 
tient lies on a strong canvas hammock, the lower 
end of which is fixed, and the upper end fastened 
to a roller, controlled by a worm and pinion. Thus, 
the hammock can be lowered and the position of 
the spine can be adjusted with the patient lying, 





even during treatment. For position of lateral 
flexion, the patient can be turned on his side. By 
completely suspending the patient on slings, using 
a Guthrie Smith frame fitted to the couch, a 
greater degree of extension and flexion of the 
spine can be produced, if needed. 

The lumbar traction harness consists of a 
specially designed split corset, which has been 
modified by the addition of two sets of tapes, 
enabling accurate fitting to any build of male or 
female. The position of the shoulder straps can 
be varied, depending on the build of the patient. 
Two stiffened pads, upper and lower abdominal, 
are provided, and the upper one is padded with 
foam rubber, to reduce any restriction of breath- 
ing. Figs. 2, 3, 4, 5 and 6 show various positions 
in which this treatment can be administered. 





Fig. 3. 
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A traction force up to 200 pounds can be ap- 
lied, without undue restriction of breathing. No 
ain attributable to the traction has been ex- 
erienced by any patient in our series during 
‘eatment. 

The cervical halter (Fig. 7) employs strong 
lastic contact pieces which ensure comfortable 
ioulding to the contours of the chin and occiput. 
Che leather subauricular straps are adjustable so 
hat neck traction can be applied with the head 
n position of extension, flexion, or lateral flexion, 
ill in the supine position. 

Projected for this traction couch, and expected 
o be ready soon, is a motorized traction unit, 
titted to the foot of the frame. Intermittent 
traction will thus be available, either slowly 
with quick release or vice versa, in any form 
the operator may favor. Traction movement will 
be produced by a cam operating a lever; the 
shape of the cam will determine the form of the 
traction force. The periodicity of the force is 
governed by the rheostat controlling the motor. 

The traction apparatus has been in use at the 
Radcliffe Infirmary for 21 months, and in this 
country for four months. It has been eminently 
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Fig. 6 


successful from the mechanical viewpoint. The 
physical therapist can apply the harness and 
begin traction in less than five minutes. It will be 
found that when the canvas hammock is lowered 
and lumbar traction applied, in pounds equal to 
the body weight, the patient will be in total sus- 
pension, separated from the hammock, instead of 
lying upon it. So far the optimum amount of trac- 
tion appears to be 25 pounds for the cervical spine 
and 90 pounds for the lumbar spine. X-rays have 
confirmed separation of the vertebrae during trac- 
tion. 

The clinical impression gained to date from 
limited use of this traction frame, is extremely 
gratifying. Some results have been spectacular. 
At Oxford its use has been mainly confined to 
chronic cases in which the duration of symptoms 
has existed from two weeks to six months. One 
hundred fifty-three cases of low back pain and 53 
cases of cervical pain have been analyzed. 


Results of Treatment 
N THE low back patients treated with the back in 
slight flexion (4-6 arbitrary units), 72% were 
improved; 24% were unchanged; 4% were worse. 
A further breakdown of these cases showed 
that: 47% could be classed as a good result; 32% 
were fair; 7% were improved during traction 
only; 12% had a poor result; 2% had a bad re- 








sult; 83% of this group had low back pain; 16% 
had pain radiating to buttocks; 72% had pain 
radiating to the lateral thigh; 56% had pain 
radiating to the calf; and 12% had pain radiating 


nosis of acute displaced lumbar intervertebra! 
disc was predicated on the presence of clinica] 
symptoms of pain beginning in the lumbar area 
radiating down the leg, with definite reflex and 
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to the foot. sensory changes in the lower extremities. Pain ' 

Nineteen percent had sudden onset of pain; was increased on coughing or sneezing. No mye- 
27% had sudden onset of pain in flexion; 54% lographic studies were obtained in these patients. F 
had gradual onset of pain; 51% had had previous Contraindications to the use of the traction ) 
attacks; 83% had marked restriction of spinal apparatus are backs in which there has been 
movement; 17% had little restriction of spinal trauma or operative intervention with the use ¢ 
movement; and 33% had a scoliosis. of the Wilson plate, tuberculosis of the spine, i 

In the neck cases treated in slight flexion, 82% tumors of the spine, and where x-ray reveals : 
were improved; 13% were unchanged; and 5% marked osteoporosis. ) 
were worse. In view of the fact that extreme degrees of 


In general, the cervical cases appeared to re- 
spond to treatment better than the lumbar cases, 
and the results were better, in both groups, in 
cases with an acute onset. 

In this country, 82 patients have been treated 
to date, of whom only six had symptoms of over 
two weeks’ duration. Results have been spectacu- 
lar in acute low back sprains. Several patients 
with pain, list and spasm so acute that they 
could only move on their hands and knees, when 
they first presented themselves from 10 to 30 
minutes after injury, were able to walk out of 
the office erect. They still had some pain and dis- 
comfort, but they could walk erectly. All cleared 
up with three to six traction treatments. 

In four of six cases of acute displaced lumbar 
intervertebral discs, pain decreased and was con- 
siderably relieved after one 30-minute period of 
traction, and disappeared with complete absence 
of clinical symptoms after one or two more treat- 
ments. The other two cases were improved during 
traction, but were unchanged thereafter. Diag- 


flexion and extension can easily be effected with 
this apparatus, it may possibly prove effective 
in the decompression of compression fractures 
of the lumbar and thoracic vertebra. It could 
also be used in hospitals prior to application of 
a body cast. 


Summary 

NEW TYPE of traction apparatus for the treat- 

ment of low back and cervical pain has been 
described. Although the series of cases presented 
is small, preliminary results have been so grati- 
fying from the use of this modality, that further 
use and investigation by other clinicians seem 
warranted. The apparatus is presently available 
from the manufacturer, Stanley Cox, Ltd., Lon- 
don, England, though plans for its manufacture 
in the United States are under consideration. 

(415 Market Street, Pittsburgh.) 
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A Two-Way Street 


NE of your Symposium subjects is entitled, “What Industry Wants from Medicine.” 
One thing industry wants — and possibly the most important thing right now 
is more physicians. The Industrial Medical Association headquarters, the offices of 
our Journal, the AMA Council on Industrial Health, and the medical schools are 
witnessing a continual and increasing flow of inquiries from managements — by : 
letter, phone, and even word of mouth — for physicians. An estimate, from a well- | 
informed source, puts the number of physicians that could be quickly and satisfactorily 
placed in career positions. in industrial medicine at near 5000... . Suppose now 
that we turn that title around to read, “What Medicine Wants from Industry.” This 
business of medicine in industry is a two-way street. One thing medicine wants from 
industry is better pay for the physicians it employs — remuneration more com- 
mensurate with the educational requirements, and financial investment, and time, 
and dedication, involved in becoming first, a physician, and, after that, a qualified 
industrial physician. Something else that medicine wants from industry is less equiv- 
ocation about the Doctor’s place on the organization chart. In company parlance “my 5 
superior officer” is a common expression. The subservience this often implies is ill- : 
becoming to any physician. 
—From an Address by E. S. Jones, M.D., President, INDUSTRIAL MEDICAL ASSOCIATION, at the Second 


Symposium on Industrial Medicine and Toxicology, University of Miami School of Medicine, Corai 
Gables, Florida, December 15, 1956. 2 , 
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Doctor and Workmen's Compensation 


FORREST E. RIEKE, M.D. 
Portland, Oregon 


HERE are we going with workmen’s compen- 

sation? Business, labor unions, legal talent, 
insurance carriers, legislative bodies, and the in- 
jured workman ail ponder the question. As a 
physician whose practice is limited to the indus- 
trial environment and who daily seeks solution to 
employer problems as well as personal crises of 
the injured workman, the opportunity to attempt 
answer is welcome and challenging. Lest consid- 
eration of past performance and future aspira- 
tions seems unduly critical, let us first recognize 
that the laws have done much good and that their 
administrators are uniformly earnest and devoted 
public servants. As we weigh suggestions for 
change I direct attention to the system and away 
from personalities. Further, although the subject 
is of great personal concern, I shall attempt to re- 
late effects of the laws upon all physicians in this 


‘geographic area. In the Pacific Northwest a wide 


choice of physician is traditionally extended the 
injured workman, and most licensed physicians 
provide some service under the compensation 
laws. If we are to achieve success in these deliber- 
ations we must help all physicians to increase ef- 
fectiveness in prevention of accidents, treatment 
of injury, and maintenance of health of the em- 
ployee who is his patient. 

First, how large a subject are we discussing? 
In Washington, about 40,000 out of 57,300 non- 
agricultural firms* are insured under a law which 
compels defined hazardous industries to insure 
with the state monopoly fund administered by the 
Department of Labor and Industries. Not all of 
the 40,000 are in hazardous industry; a consider- 
able proportion in less hazardous fields have vol- 
untarily elected to place employee casualty and 
compensation insurance under the state fund. In 
Oregon, 31,500 firms out of 40,000* similarly in- 
sure with the State Accident Commission under 
laws which compel those in defined hazardous in- 
dustry to insure with the state or to reject the 
protection of compensation laws for self and em- 
ployees. Again, a fair number of the 31,500 are in 
‘“nonhazardous” pursuits but elect to insure un- 
der the state fund for job injury and occupational 





Extension of remarks in a panel on “Where Are We Going 
With Workmen’s Compensation,’ at the Third Annual Pacific 
Northwest Industrial Health Conference, Chamber of Commerce, 
Portland, Oregon, September 10-11, 1956. 

*Estimates of state employment security or unemployment 
compensation agencies. 
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disease. In 1955, Washington workers originated 
94,401 claims and in 1953-54 Oregon’s claims 
numbered 60,000. 

While the workmen’s compensation law prima- 
rily involves employee, employer, the state, and 
the community, it necessarily assigns a funda- 
mental and controlling duty to the physician. 
Most physicians of my acquaintance recognize 
this duty and try to implement the law. They feel, 
however, that the law is awkward to work under, 
and that its requirements often produce adminis- 
trative limitations which circumvent full attain- 
ment of the law’s objectives. They note that rapid 
social changes of recent years are pushing toward 
irreversible decisions which will compel legisla- 
tive action in this area of labor-management 
relations. As a member of a profession not nota- 
bly adept or successful in the political arena, I 
hesitate to advise law makers; because of its 
importance to my patients I venture this message 
hoping that it will lead to improved medical and 
social service to the injured worker and his em- 
ployer. 

That the laws are less than perfect is clear in 
the pronouncements of many experts, lay and 
medical. Suggestions are before us for change in 
content, administration, and even basic goals. 
Henry Kessler states flatly: “.... We have found 
that the present compensation system of medical 
care is inadequate to control neurotic behavior, 
relieve symptoms, or reduce the period of disabili- 
ty. Only through a revolutionary change in meth- 
ods can we expect any improvement, and this 
change is orientation toward the rehabilitation 
system. Rehabilitation demands that doctors co- 
operate among themselves, with the members of 
the industrial commission, and with all the para- 
medical personnel identified with the program 
.... Dr. Kessler cites the ultimate goal as 
“restoration of the whole man to a useful func- 
tion in society,” and the means as changed and 
improved medical service. 

Questioning of the intent and emphasis of these 
laws is not entirely recent; as early as 1928 the 
Connecticut Board of Compensation Commis- 
sioners undertook a searching analysis, and, in 
review of the fundamental purposes and effects 
of workmen’s compensation acts, stated: 

“To the public generally it sometimes appears 
that the primary purpose of the statute is to 








pay money to an injured workman or his depend- 
ents. ... The real object of a compensation law is 
to diminish accidents. Next in importance is the 
prompt providing of skilled and competent medi- 
cal, surgical and hospital services, and the dis- 
ability payments figuring more prominently in 
the public view are really third in the purpose 
of compensation statutes, or in the benefits they 
confer upon the public generally.” 

Samberger,' in her review of rehabilitation 
under workmen’s compensation in California, 
says: ‘Financial compensation for an injury in- 
curred on the job can no longer be considered a 
sufficient objective. ...’”’ She quotes Riesenfeld to 
the effect that “rehabilitation is the most needed 
and the most promising improvement in work- 
men’s compensation.” She feels that most com- 
pensation officers have a legal background and 
see the legal settlement as the primary responsi- 
bility. She opines that “the indicated method is 
clinical not litigious ... .”” and quotes the Task 
Force on the Handicapped who termed the time 
lag between injury of the worker and his referral 
for rehabilitation “a glaring deficiency of major 
proportions.” 

Many in this country admire the reported effi- 
ciency of Ontario’s system with its controlled 
medical panels, centralized rehabilitation center, 
compulsory consultation, and absence of jury ap- 
peal. They suggest law changes to match this 
pattern. Dr. D. J. Galbraith, Vice-Chairman of 
the Ontario Board, said in 1950: 

“The old idea of exposing the injured individual 
to first aid, then medical and surgical care, and, 
at the conclusion of such treatment weeks, 
months, or years after the accident, turning him 
over to a new group of individuals who shall 
then undertake to place him satisfactorily in in- 
dustry, is becoming archaic. It should not even 
be seriously considered at the present time. 

“Rehabilitation in its broad sense must be con- 
sidered to encompass all activities undertaken on 
behalf of the seriously disabled individual to the 
end that his disability should be removed as fully 
as possible, his remaining abilities increased and 
capitalized, and the man again placed to his best 
advantage on a payroll. Thus, medical care is an 
integral part of rehabilitation and should be ad- 
ministered in such a way as to attain this re- 
sult in the quickest and most efficient manner. 

“It is now an aphorism that rehabilitation 
should begin in the ambulance. Everything done 
for the patient from this time onward should have 
his refitting or readjustment to industry as its 
main objective.” 

Bamberger! further quotes Dr. Galbraith: “We 
have determined that we shall, without fear or 
favor, unhampered by legal or medical dogmas, 
see that the victim of industrial accident or dis- 
ease is offered the best, the most skillful, the 
most efficient medical and surgical care that the 
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science of today affords. We say that no person, 
no matter what his financial or social status, 
should be able to purchase or obtain better care 
than our claimant — more luxurious perhaps, but 
not more sufficient.” 

As an industrialist, speaking recently on “The 
Public Health,” Admiral Ben Moreell* listed cur- 
rent major health problems under six headings: 
(1) our aging population; (2) chronic diseases; 
(3) mental hygiene; (4) industrial health; (5) 
hospital and medical care; and (6) prevention of 
accidents. He says: “In any city or state one finds 
huge expenditures for ‘warehousing’ the sick, the 
tired, the helpless aged, and the indigent. These 
are in painful contrast to the meager sums spent 
for prevention of these disabilities.” 

Reading between the lines and with a little 
wilful interpretive license one can list the chief 
suggestions for improved practices in compen- 
sation as: (1) sharply increased expenditure for 
accident prevention; (2) an all-embracing philos- 
ophy of compensation medicine within the mean- 
ing of “rehabilitation” begun at the instant of 
injury; (3) more rigid control of medical care to 
provide expert services and earlier shift to spe- 
cialists in rehabilitation; (4) centralization of re- 
habilitative services in centers; (5) tighter case 
supervision to prevent lag; (6) clinical instead of 
legalistic orientation; (7) the finest medical care 
at whatever necessary cost; and (8) denial of 
jury appeal. These views have their special 
pleaders but generate violent argument in many 
breasts. Without expression of approval or dis- 
approval, expansion of these suggestions can wait 
while we turn to historical perspective and the 
first 40 years of compensation laws. 


Compensation Goals—1913 


OCIAL and economic forces which produced 
American compensation laws grew out of vio- 
lent change and generated an expedient but equal- 
ly violent remedy. At the turn of the 20th century, 
America moved rapidly from a rural economy to a 
mine, mill and factory system and, at a time of 
great in-migration of other nationals and shifting 
local populations, loss of life, limb and ability to 
work was immense. Likewise, attempts at finan- 
cial recovery by the injured and their servitors 
were great in number and our courts became 
clogged with litigants who at heavy cost to them- 
selves and the taxpayers received little satisfac- 
tion. The burden of direct and indirect costs of in- 
jury upon community welfare resources was be- 
yond their endurance and, as the situation steadily 
deteriorated, legislative bodies sought an easier, 
more certain solution. They adopted the existent 
European method, handed financial responsibility 
for job injury to the employer regardless of pres- 
ence or absence of negligence and at the same time 
sharply restricted the injured person’s right of 
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‘nancial recovery from the employer through 
ippeal to jury. This abandonment of common law 
ights was challenged for years in the courts and 
lecided finally upon social rather than legal prin- 
iples. In his excellent ‘Analysis of Workmen’s 
‘ompensation in Oregon,” prepared in 1954, 
red W. Packwood! describes this radical over- 
urning of legal procedure and states: 

“This concept was not an amendment of exist- 
ing law. It abrogated the common law. The com- 
pensation act did not merely destroy the body 
f common law rules relating to industrial acci- 
lents but replaced them with another system.” 
N.Y. Central Ry. v. White, 243 N.E. 188). 

Many thoughtful students of the law still ques- 
tion the wisdom of original abandonment of legal 
safeguards and penalties for the individual, 
whether employer or employee. They contend that 
absence of threat of sizable award permits con- 
tinued employer negligence in accident preven- 
tion, claim handling and humane hiring practices, 
while absence of employee responsibility en- 
courages carelessness toward fellow workmen, 
false claims, and compensation neuroses. 


Purpose of the Laws 

HE gamble of forgiven negligence and aban- 

doned jury trial was clearly taken both to pro- 
tect the individual injured workman and as a 
convenience to the community. The laws were a 
series of compromises which guaranteed financial 
responsibility by the employer, limited his liabili- 
ty (justly or unjustly) so that he might survive 
heavy expense arising from serious personal in- 
jury to his employee, and offered assurance 
through prepayment that community medical 
services would be enabled to function when in- 
jury struck. The employer was to be spurred to 
expenditure for safety measures in order to mini- 
mize heavy medical and disability charges. A 
further intention was removal of claims and 
counterclaims from the courts; there was a 
strong hope that payment of bills and granting of 
awards would satisfy claimants, and that reason- 
able administrative procedure would overcome 
unreasonable demands and desires. 

That the laws have failed to solve some present- 
ing problems is not unexpected. They operate in 
a highly personal area where much is at stake for 
the injured person. Their further successes will 
be determined by ability to adapt to rapidly 
changing economic and social patterns. As we ex- 
amine these changes certain objectives must be 
met as a measure of progress or retrogression. 

First, these laws are concerned with an Ameri- 
can individual. In our concern for convenience of 
the community, the employer, the courts, and the 
insurance carrier, we incline to defend the sys- 
tem and to deplore the awkward problems raised 
by the individual when he seems unwilling to fit 
the system. We tend to override protest and to 
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neglect the citizen’s individuality and human dig- 
nity. If continued at this price, the law is already 
obsolete. 

Second, these laws concern the delivery of per- 
sonal services to the individual by a generally ex- 
cellent physician. To judge the law and its admin- 
istrators we must measure their production of a 
constant flow of effective and satisfying personal 
service with contented patients and unhampered 
doctors. 

Third, these laws concern the services of physi- 
cians to on-going industry. They are created to 
assure immediate availability and certain delivery 
of good physician services in hospital, home, of- 
fice, and work place. In taking over responsibili- 
ty for this care and in protection of the employer, 
scrupulous attention is required to avoid a di- 
vorcement of employer from employee. All par- 
ties are “chartered” to return an improved em- 
ployee with a minimum of disruption to company 
operation. Rules, fees, awards, and procedures 
shall assist the physician toward this goal. 

Fourth, although these are accident laws, their 
main purpose is preservation of self-reliance 
based upon speedy return to work and restora- 
tion to successful citizenship. 

Fifth, the employer holds the final key to suc- 
cessful rehabilitation and the laws which protect 
him must assist and not hinder a successful re- 
turn to useful and gainful work. Extension of 
double jeopardy to the employer by specious defi- 
nition of work causation and alleged traumatic 
or effort aggravation of coronary heart disease, 
diabetes, cancer, varicose limbs, arthritis and the 
like threaten to become a stringent barrier to em- 
ployment of the injured and more particularly the 
aging. 

Sixth, although so written as to encourage all 
possible constructive safety measures through 
financial pressure on the employer, these are not 
punitive laws intended to exact the heaviest pos- 
sible payment for unexpected injury to the em- 
ployee. 

Seventh, these laws are only a part of the in- 
dustrial health picture. To be fully effective, care 
of the injured must be skillfully blended with 
such industrial health services as placement of 
employees, control of specific hazards, rearrange- 
ment of work load with graded increase of ardu- 
ousness and thoughtful adjustment to aging. The 
safe environment will continue to produce acci- 
dents until safety work and compensation medi- 
cine are practiced among physically healthful, 
emotionally balanced people. 


A Static Law in a Changing World 
N THE Pacific Northwest, workmen’s compensa- 
tion laws are 40 years old. At 40, has their 
senescence begun and will they become steadily 
more arthritic and crochety or can they change 
and grow, adapting to our rapidly changing busi- 
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ness and social environment? And what are the 
most pressing changes which seem to dictate a 
“new look” for compensation laws and their ad- 
ministrators? 


The Changing Work Place 


ACHINE POWER FOR MUSCLE POWER: Despite 
great variation in rate, the work place is 
steadily changing for the better. 
A few days ago a young physician joined me in 
a “walk” through a Portland concern of 600 em- 
ployees, a truck manufacturer; through his un- 
accustomed eyes the whole scene took on new 
meanings to this observer. It seemed that we 
looked in vain for an exhausted worker; indeed, 
hard physical labor appears abolished. Nearly all 
lifting tasks are done with pallets and fork 
trucks or all manner of hysters, cranes and carry- 
alls. Air wrenches tighten the nuts, and air 
blasts do much of the polishing. Lathes and mills 
are infinitely faster, more powerful and more 
facile than those of 20 years ago. Their work is 
rapid, their saving of muscle power increased ex- 
ponentially, and incidentally their demand for 
cerebration is equally increased. In a different but 
related vein, the generally excellent housekeep- 
ing, better light, cleaner and safer floors, ventila- 
tion, and ready access to necessary lifting jobs 
make physical effort safer to expend. Jobs have 
been rearranged so that one 73 year old mechanic, 
doubled over with arthritis, but still happily at 
work, is usefully occupied on light bench work. 
These mechanics and machinists are clean enough 
to go home before bathing and with energy 
enough left over to pursue home activities when 
they get there. This employer sponsors full sports 
programs to supply big muscle exercise to these 
so-called workmen; and violent accidents from 
recreation far outnumber those from the job. 
One hastens to agree that this fond picture 
is unrepresentative of many work places and is 
infrequently duplicated in the small shop where 
plant investment per job is a fraction of the 
above. Nonetheless, it well illustrates the effect of 
increased use of power to save human power, and 
reminds us of other examples and related facts. 
The power industry estimates that kilowatt hours 
utilized per worker in manufacturing increased 
from 3,155 in 1920, to 8,622 in 1939, and to 17,900 
in 1954.5.6 Local users of large amounts of sugar 
have abandoned the 100-pound burlap bag; the 
load is moved in bulk in 2,000- or 4,000-pound 
aluminum tote bins or in liquid tank trucks as big 
as a railroad car. On the modern wheat ranch all 
grain goes from combine to truck to elevator in 
bulk; no athletes are seen on these harvesting 
crews, and our local football teams show the ener- 
vating effect. In the race to counterbalance les- 
sening muscle power of an aging work force, 
many parts of industry have succeeded amazingly 
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well. The effect of increased available powe: 
through atomic energy is only faintly forecas: 
by the submarine Nautilus, but its further effeci 
upon physical work is incalculably great. 

In medicine we have seen a steady shift away 
from the bodily damage resulting from long- 
continued exhausting work; destruction of acci- 
dents is less crushing and more directed to the 
hands and fingers. Nervous and emotional com- 
plaints have increased as satisfying big muscle 
exercise has declined. Rehabilitation of the ma- 
jor limb amputee is less the problem than is the 
need for a better prepared, more adaptable mental 
equipment in the convalescent injured. Demand 
for the strong back, arms and legs grows less, 
and the need increases for facile mind and hands, 
able to learn and adjust to new problems and 
methods. 


The Changing Worker 


HE EDUCATED WORKER: Our workers have ma- 

tured, are more completely educated and have 
mental equipment trained for use and constantly 
exercised by modern life situations. Impact of 
universal education escapes us at times but its 
effect is clearly stamped on our workers. They 
have had 12 years of school instead of eight or 
less. They have traveled in the armed forces or to 
war plants and new communities, and have been 
liberated by the automobile and get about ex- 
tensively on their own. They can and do read 
magazines and books and continue postgraduate 
training by radio and television to an amount that 
is a wonder of our age. This writer has seen 
these educational methods work a_ profound 
change in health knowledge, in personal hygiene, 
in a readiness to accept and in a demand for bet- 
ter medical service. The poorly educated im- 
migrant of 40 years ago is the proud grand- 
parent of educated men and women, whether in 
the trades or professions, and many are at the 
top of the learned professions. 

The higher average plateau of learning is mani- 
fest in better and more complicated job perform- 
ance in work which has been made more demand- 
ing of cerebral and digital skills. The physician 
in industry reckons with a more responsive, ar- 
gumentative, and informed patient, and up-grad- 
ing of medical care has been obligatory. This 
fortunate pressure is felt in several ways. The pa- 
tient recognizes poor care and rejects it. He or 
she knows that surgery of trauma can yield good 
plastic effects and they are expected. The wider 
use of x-ray, antibiotics, good surgical equipment 
and facilities, aseptic technique, clean clinical fa- 
cilities, and specialist consultation are taken for 
granted. Moreover, like Red Skelton’s “little boy” 
character, the worker knows he is subject to psy- 
chosomatic ailments and expects the physician to 
talk on this level and at length if necessary. One 
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yeneficent result is reduction of infection; the 
vorker has learned better personal hygiene with 
rreater use of soap and self first-aid, and he 
omes to the nurse or doctor much earlier in 
ninor injury or incipient infection. He accepts 
ntibiotics and necessary preventive surgery 
uch as cleansing and debridement under local 
nesthesia, and he does not wait for far advanced 
elon formation. First care is costlier but end re- 
ults infinitely better, and reduction in morbidity, 
ost function and total human waste is profound. 
lo paraphrase the saying “how’re you going to 
ceep them down on the farm after they’ve seen 
Paree?”—‘“How much easier to minimize harm 
after they’ve seen Medic.” 

Rehabilitation of this trained, educated worker 
may be easier or far more difficult. If he can ac- 
cept a changed situation and likes to learn, voca- 
tional training is readily accomplished. If his 
trained senses or skilled hands are damaged his 
loss is compounded, ability or willingness to 
change may be gone, and destruction is devastat- 
ing. As aging intrudes, the desire for retraining 
may be entirely absent. We know so little about 
motivation for learning in retraining of the in- 
jured and the older person; a vast amount of re- 


“search is urgently necessary in this basic area 


before we become dogmatic about the certainties 
of successful vocational retraining. We believe 
that a higher level of intellectual attainment may 
predispose to easier retraining; only time and re- 
peated trial can tell. 


The Aging Work Force 

0 LITTLE confrontation has been made of prob- 

lems found in aging of our work force that the 
suspicion grows that many hope the problem will 
simply go away if ignored. Incontrovertible sta- 
tistics prohibit such an easy escape. 

Medical science, and improved food, clothing 
and other economic and hygienic factors have 
teamed to prolong life of all Americans. At the 
same time a low birthrate in the depression years 
reduced the oncoming crop of young workers to 
record lows for the period 1955 to 1965. Figures 
of the Bureau of the Census released July, 1955,* 
show that as a result America will grow to over 
200,000,000 by 1975, that the 65 and over group 
will increase from 14 to more than 20 million, 
and the 45 to 65 year group will increase sharply 
in number. In 1900, 25% of persons in the pro- 
ductive years were 45 to 64 years old. By 1955, 
this senior segment had increased to 35%. At the 
same time a bulging birthrate in the 1940’s has 
greatly increased the under-18 segment of the de- 
pendent group which includes those under 18 and 
over 65. Several clear consequences follow. 

The productive work force, age 18 to 64 years, 
is shifted toward the older end, and more depend- 
ents are sustained by this aging group. We are 
in a labor shortage period and will be for several 
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years; this will necessarily be compensated for 
by older workers and women. The aging group 
from 45 to 64 and older cannot be as dependent as 
formerly and will have to work to survive. This 
change in dependency has been augmented by 
rapid urbanization with lessened family support 
of older workers. 

The industrial physician sees this trend to ag- 
ing as a source of new and varied problems. Acci- 
dents complicate and are a complication of the 
deteriorative diseases of age — vascular and 
heart disease, cancer, diabetes, loss of skin resili- 
ence, fragility of bones, arthritis, and the like. 
Relatively minor injuries may become so compli- 
cated as to produce serious disability or inability 
to work. Second, greater medical selectivity is re- 
quired to place the older person in safe circum- 
stances. Third, job transfer becomes more diffi- 
cult as experience and skills become more deeply 
grooved and the worker is less adventuresome. 
The unsatisfied emotional conflict between the 
seniority-safe older worker and the ambitious but 
blocked younger worker intrudes more forcibly 
and is sharpened when fellow workers are more 
and more asked to “carry” the unwell or physical- 
ly limited older worker. 

Impact upon workmen’s compensation is obvi- 
ous. These funds are increasingly being asked to 
provide medical care and compensation to attempt 
to solve health, social and economic ills only in- 
cidentally related to the job accident. The role of 
the traumatologist becomes doubly important in 
provision of rapid and effective repair and reha- 
bilitation among the devitalized older group of 
casualties — costs go up and results are necessari- 
ly less good than with the younger groups. And 
the doctor is caught in a cross-fire between the 
employer who doesn’t want to be saddled with de- 
generative disease and the employee who clings 
to financial security of temporary disability and 
disability award, knowing well that his re-em- 
ployment is jeopardized by age, uncertain re- 
covery and employer alarm over the current ac- 
cidental injury. 

A further exacerbation attaches to the pre- 
vious generous use of the phrase “aggravation 
of pre-existing injury.”” When coupled with de- 
generative disease this phrase presents a most 
trying judicial problem insoluble in honesty by 
either physician or legal counsel. 

Soul searching review of our social laws, their 
intent and methodology, will be required to dis- 
pose of “aggravation” as a matter of public 
policy. Whether expansion of “second injury” 
laws or an entirely new funding of employment 
and injury of the impaired and aging will contain 
the answers, the subject cannot wait much longer 
for solution. Until solved, the problem can best 
be minimized by superb and immediate care for 
the injured, and a guaranteed job opening upon 
improvement or recovery. 
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Women at Work 

UST as the physician in compensation medi- 

cine is concerned with geriatrics and aging, so 
is he increasingly taxed by the special problems 
of women. Bell’ states that 4° of married women 
were found in our work force in 1890, the num- 
ber slowly increasing to 15% in 1940 and an 
amazing 30% in 1956. By 1955 working wives 
outnumbered bachelor girls more than two to 
one. Following World War II it seemed doubtful 
that we would ever see a repetition of wartime 
experience when 35% of employees at Oregon 
Shipbuilding Corporation were women, many in 
arduous work classifications. The unlikely has oc- 
curred and the present national total is 21 million 
women workers, one-third of all persons em- 
ployed. In face of high living standards, low avail- 
ability of workers, and increased desire of older 
women to be occupied outside the home, we shall 
continue to see a large contingent of working 
women for years to come. The effect upon stabili- 
ty of marriage, upon minor children and morale 
of husbands, seems threatening to say the least, 
and upon the women themselves seems equally 
uncertain. 

As physicians serving this more or less charm- 
ing group we see problems arising from a differ- 
ent attitude toward deforming injury, limitations 
of loading imposed by structural weaknesses, sex 
variations in physique and mood, added burdens 
of family care, and abuses of compensation pro- 
visions where necessity to work is not absolute. 
Suffice it to say that these factors increase com- 
plexity of physician attention and compel tighter 
judicial action in certifying time loss. In plastic 
repair of injury the female patient demands the 
highest possible performance, certainly higher 
than her male counterpart, and is often unhappy 
with the best result. More time and persuasion, 
more probing of pelvic and spine difficulties, and 
more intuitive understanding must be expended 
in behalf of the feminine casualty. Answers are 
elusive at best, and the need for assistance by the 
medical social worker increasingly apparent. 
Home visitation may be obligatory to permit fair 
decision and separation of medical from social 
causes of time loss and disability. Medical serv- 
ice for the distaff side is in no sense easier or less 
involved than that for the male. 


Changing Nature of Injury 


F VARIOUS reaons not too much is gained by 
comparison of statistics listing severity of in- 
juries treated in the early days of workmen’s com- 
pensation and those now occurring. It is a reason- 
able assumption that the safety movement has 
effected a large reduction of severe injury. How- 
ever, we know that too many still occur and that 
incidence is far higher in small employee groups 
than in large. For discussion purposes recall that 


overwhelming numbers lie with the so-called small 
injury, that of little or no time loss. The follow- 
ing figures from the Washington Department of 
Labor and Industries indicate relative occur- 
rence of minor and more serious accidental in- 
jury. The group described as “compensable in- 
jury” is known to contain a large number of 
short-time loss cases, not clearly separated by the 
department. These are claims closed in the noted 
calendar years (Table I). 

Direct comparison with Oregon is not possible 
because of a three-day waiting period after in- 
jury in Washington, and payment from the first 
day in Oregon. 

In Table IJ, further random figures from the 
state of Washington listing specific classes of 
injury in 1953 shed interesting light on the rela- 
tive occurrence of minor and major injury. For 
brevity the more severe injuries are omitted; 
their distribution is scattered over the remainder 
of the sub-total. These figures change little from 
year to year and are parallel in Oregon and Wash- 
ington. 

When Tables I and II are considered together 
several trends are apparent. First, although we 
know that the number employed is increasing 
steadily, compensable claims are decreasing in ac- 
tual and relative numbers; the non-compensable 
group is growing apace. Medical aid cost is in- 


TABLE I. 
1943 1948 1953 1954 1955 
Compensable claims* 24,221 24,675 17,789 14,754 15,441 


Average cost per } 
claim (medical aid) $64.00 $114.00 $273.00 $275.00 $270.00 

Non-compensable 
claims 57,4: 

Average cost per 
claim (medical aid) $ 9.05 $12.40 $19.50 $19.64 $21.63 

Total claims 81,654 81,051 86,034 82,116 86,957 

*In Washington time loss compensation (compensable) begins 
on fourth day. 

+ Medical aid claim cost includes hospitalization, hospital drugs 
and dressings, use of surgery, x-ray, prescription drugs, sur- 
geon, laboratory, anesthetic, artificial appliance, ambulance, 
autopsy, donor. 


“ 


2 56,376 68,250 67,362 71,516 


TABLE II. 
Total Sub Total 
Amputations 297 thumb or fingers 
24 of toes 
156 321 
Fractures 287 —srib 
175 radius or Colles’ 
144. metacarpal 


586 fingers 
238 metatarsals 
519 toes 


3350 1949 
Lacerations 169 face and scalp 
1463 hands and fingers 
2200 1632 
Sprains and strains 3534 back 


521 sacroiliac 
120 shoulder 
190 wrist 

607 knee 

577 ankle 


6856 5849 
Eye 613 corneal foreign 
body, corneal 
ulcer 


760 613 
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creased in each group, extensively in the major in- 
ry group which requires hospitalization and 
.‘her expanded services (increased 300% since 

143). In the small injury or non-time loss cate- 
. ory increase is 100% since 1943 but surprisingly 
-mall in amount, an increase from $9.05 per case 
1) $21.63. As the more violent accidents become 

‘ss frequent injury predominantly involves the 
xtremities, particularly hand, fingers, and feet. 
Jespite diminished demand for heavy lifting, 
roublesome strains of back and sacroiliac con- 
‘inue large in number; obviously, underlying 
nedical and structural factors operate on the back 
egardless of violence of injury or severity of 
vork. 

Unfortunately, accurate figures are not avail- 
able for Oregon and Washington showing dis- 
tribution by plant size of type and severity of in- 
jury. From other sources we know that successful 
reduction of both severity and frequency occur- 
ving in large companies is not duplicated in small 
shops, those of 50 or less employees. The chang- 
ing nature of injury and peculiarities of its dis- 
tribution in the small shop introduce specific 
problems in administration of claims and cost of 
services, and in prevention of accidents far in ex- 
cess of their expected importance. 


Shifting Needs—Small Plant Problem 


REGON parallels the national pattern in pre- 

dominance of small employee grouping. The 
country over, 96.5% of employers hire less than 
50 workers in their organizations. A small pro- 
portion of concerns, 0.27% of the total, employ 
30% of the work force in huge groups of more 
than 500. In metropolitan Multnomah County, 
which includes Portland’s 400,000, we find 11,500 
employee groups, 11,000 of which number 50 or 
less workers and average less than 25. About 300 
employers list 50 to 99 employees, and no more 
than 200 utilize more than 100 persons. Parallel- 
ism also exists between Oregon and Washington 
in incidence of so-called small injuries. We 
estimate that nearly 90% of cases in Oregon fall 
in this category with little or no time loss and 
limited medical aid cost. They number approxi- 
mately 54,000 of the 60,000 claims filed in fiscal 
1953-54. Taking the two subjects conjointly, it 
becomes crystal clear that we are vitally con- 
cerned with the injury of small size in the shop 
of small size. 


Physician as Claim Assistant 

N OREGON, or any other jurisdiction, each claim 

of whatever size carries two fundamental and 
inescapable administrative burdens, (1) forma- 
tion of the claim and detailed clinical record by 
the physician, and (2) processing of the claim by 
the insurance carrier. The major administrative 
job in the small claim case should be performed 
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in the physician’s office. Every physician’s office 
is in effect a branch of the accident commission or 
carrier, doing its work, performing the job which 
the commission was created to implement, and, if 
successful, smoothly minimizing destructive ef- 
fect of injury. The doctor’s office functions in 
preparation of office record, preparation of claim 
with elucidation of subjective description of acci- 
dent, check of claim with employer and/or insur- 
ance carrier, examination of patient with medical 
verification of history, treatment of patient, 
creating of physician’s record, sending of claim 
to insurance carrier, answering letters and re- 
quests for progress reports, confirmation of time 
loss or non-time loss, etc. Each injury averages 
an original office call and two and a half follow-up 
calls, requires facilities and supplies, and (we 
hope) commands careful and detailed effort by 
physician, nurse, and secretarial aide. 

Those experienced in compensation work know 
that every small and presumably innocent injury 
requires the same careful history, record, report 
or claim, treatment and disposal of case attaching 
to the serious injury. Although limited in scope, 
this 90% group of cases contains the trivia which 
come back to haunt the insurance carrier, es- 
pecially if poorly documented. Moreover, this 
small injury from the small shop rarely achieves 
a reliable report of witness or good written rec- 
ord at place of employment. Thus, full record by 
the treating physician is paramount; a perfec- 
tionist attitude is desired and merits diligent 
nurture by all interested parties. 

W. J. Lawrence, first head of Washington’s 
Workmen’s Compensation Appeal Board, points 
out that the legal importance of a searching first 
history, examination, and record is valuable al- 
most beyond price. He says that when the patient 
is seeking treatment he has little interest in legal- 
istic implications and gives an honest explanation 
of his troubles. At the same time the physician 
readily explores the antecedents, separates the 
false and speculative from the likely and true, 
and can prepare a good and substantial record 
which will stand the test of time and repeated 
scrutiny. As he says, whatever the reasonable cost 
of this medical service, it is worth it. 

Insurance carriers can encourage and potenti- 
ate activities of the treating physician or dis- 
courage him by lack of support and interest. He 
can be assisted by fair financial return, and by 
extension of skilled lay assistance wherever possi- 
ble. In the financial realm our state commissions 
have taken pride in their low administrative cost, 
allegedly well below similar costs for private in- 
surance carriers. It may be that a considerable 
share of this cost has been absorbed in the physi- 
cian’s office in the servicing of small injury 
claims. In the past physicians have easily borne 
such costs; now that medical bills are largely paid 
by insurance, cost of administrative service has 
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vastly increased, and the doctor is compelled to 
seek reimbursement. Compensation laws and rul- 
ings expressly prohibit such recovery from the 
patient. Recognition of the facts will necessarily 
raise administrative loading, but adjustment of 
fees will be reflected in better morale and an im- 
proved job in the physician’s office. It seems im- 
possible that the medical aid cost of $21.63 per 
case (Table I) will adequately provide for the 
necessary duties we require in the small injury 
case; recall that the physician receives less than 
40% of medical aid cost, or $8.65 per case. Im- 
proved rates of pay seem imperative. Secondly, 
carriers in Oregon and Washington have de- 
clined to pay for physician examination and as- 
certaining of facts if they later “reject the claim.” 
The physician who in good faith has made an all- 
out effort to document the “border-line”’ case and 
finds himself refused payment by the insurance 
carrier who has made full use of his diagnostic 
services, quickly loses interest in compensation 
medicine. Aside from the illegal nature of such 
usage, it creates a less healthy medical environ- 
ment for the insured worker and needs to be cor- 
rected. 


Physician in Accident Prevention 

N RECENT years McFarland!® and others have 

significantly expanded our horizons in under- 
standing of causes and epidemiology of accidental 
injury. They describe an epidemic or endemic of 
death and accidental injury causing greater loss 
of life and incapacity than any known disease, 
stating that accidents have replaced diseases as 
the leading cause of death in the age range under 
24 years, and are second in the age range 25-44 
years. By psychological and medical analyses and 
studies of performance, fatigue and emotional 
states, by statistical verification of time, place 
and environmental variables, by review of host- 
agent relationships, etc., many moderating in- 
fluences have been found which can reduce the 
total of accidents. These findings are available 
and increasingly used among larger companies 
through industrial medical and safety depart- 
ments. There is general recognition that the 
hoped-for accident preventing potential of work- 
men’s compensation laws is blunted by the small 
shop problem; it is further compounded by errors 
of omission among physicians, employers, and 
carriers. As stated by New York’s Industrial 
Commissioner Lubin!! in June, 1956, improve- 
ment in this trouble zone lies in identification of 
offending shops, continued enforcement and in- 
spection, and the provision of consultation and 
advice by personnel specially trained for the pur- 
pose. In an all-out drive to reduce accidents in 
the industries where records are poor, selected 
New York State safety inspectors are now being 
given intensive courses at New York University 
and Cornell preparing them to go into the shops 
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to sell management on the idea of doing some- 
thing about the record, to diagnose the cause of 
difficulty, to enlist cooperation of workers, and to 
prescribe and assist in carrying out ways of re- 
ducing the rate of accidents in the future. They 
hope to show smaller industries how to maintain 
accident-prevention programs of their own as an 
accepted element of profitable and efficient indus- 
trial operation. New York State recognizes past 
failure in reaching the small operator and the in- 
dividual worker; similar shortcomings occur in 
all our states. 

We further know that less than 20% of indus- 
trial accidents are due to mechanical or environ- 
mental origins, and that the remaining 80% arise 
in physical and mental defects and noxious em- 
ployee attitudes. Attack upon-the 80% must di- 
rectly involve medical personnel, and our chal- 
lenge is to find ways to utilize the treating physi- 
cian, safety worker, medical social worker, em- 
ployer and employee to go behind the accident, 
and define and eliminate its causes. 

Our first preventive failure in the small shop 
occurs because the physician treats the patient 
but study of the accident dies. The severe accident 
may be called to the attention of the insurance 
carrier; if not, the carrier first learns of the acci- 
dent upon receipt of a claim form three to four 
weeks later. L. H. Bates,!* Director of Washing- 
ton’s Department of Labor and IJndustries, re- 
ports a personal study in “time lag” after acci- 
dent and before claim action at his department 
in Olympia. During March, 1956, the routine case 
without known complicating delay averaged the 
following elapsed days from: 

Date of injury to completion of claim by work- 
men, 7.7 days. 

Date of injury to completion of claim by physi- 
cian, 10.1 days. 

Date of injury to completion of claim by em- 
ployer, 20.5 days. 

Date of injury to date received by carrier, 28.1 
days. 

Thus, accident investigation set in motion by 
receipt of claim form is sniffing at a cold trail. 

The large company with full-time safety per- 
sonnel launches investigation almost before the 
injured worker reaches first aid or the treating 
doctor. This immediate investigation triggers a 
case study which illuminates the fault and large- 
ly prevents recurrence. Immediate small shop 
investigation of accident can only duplicate this 
speed if an alert employer or the treating physi- 
cian can notify available, skilled and helpful per- 
sonnel who will handle a lateral pass with happier 
results than those now obtained. Close teamwork 
is demanded between carrier personnel and treat- 
ing physician at office, clinic, or hospital emer- 
gency room. 

Our second preventive failure relates to owner 
education in good accident procedure. As stated 
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Mr. Lubin, much can be done by the prepared 
d convinced employer who is trained to pin- 
int and correct hazardous situations. If the 

‘,ousands of small shops are to be favorably af- 

feted, a considerable increase in field force is 
cessary. As in New York, the ground will have 
be prepared by broad educational efforts among 

~oerators, workers and physicians. 

Third, in overcoming preventive failures, the 

idustrial safety movement must have renewed 
sponsorship by the medical profession and recog- 
vition as a pillar of preventive medicine. Physi- 

ians must give prevention the same honest serv- 

-e given to treatment of injury, and we need to 
vlay an aggressive part in community and state 
safety activities. We need more full-time safety 
workers, better trained, better paid, and with 
higher rank in industry. We must ask for increas- 
ing expenditures for safety and should assist in 
arriving at intelligent budgeting for this pur- 
pose. The Oregon Accident Commission presently 
expends less than 5% of accident premiums on di- 
rect accident prevention, a figure which may be 
far below optimum level. 

Fourth, the practicing physician has not been 
trained successfully to fill a badly needed role as 
psychological counsel to employer and employee 
in the search for traits which produce accidents 
in the individual patient. Industry can help its 
own cause by planned financial contributions to 
medical schools for this and other preventive 
medical endeavors; similar donations to colleges 
will encourage training of specialists for industry 
in safety, psychological, nursing, and personnel 
work. 

Finally, steadily widening industrial health 
horizons assign a clearer but narrower duty to 
traditional accident prevention as we have known 
it. We now emphasize expanding use of construc- 
tive industrial medicine as the most hopeful pre- 
ventive force in future reduction of occupational 
injury and disease. 


Changed Medical Vistas 


poate MEDICINE: The early practitioners of 
industrial or occupational medicine entered 
American industry after 1900. The same social 
needs which generated workmen’s compensation 
laws drew pioneers such as Robert Legge, James 
Britton, Alice Hamilton, and a swelling host of 
others into the mills, mines, and factories. They 
gradually evolved a balanced pattern of preven- 
tive measures and improved methods of treat- 
ment for injury, and early established the need 
for physician specialists in industrial service. 
Following their lead, physician, nurse, dental, 
chemical, toxicological, health physics and numer- 
ous other special disciplines have been added. The 
Industrial Medical Association was founded in 
1916, the American Medical Association estab- 
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lished its Council on Industrial Health in 1937, 
and an American Board of Occupational Health 
was created in 1954. In the entire movement 
workmen’s compensation has been an important 
segment, but only a segment, of the more im- 
portant whole of employee health and longevity. 


Improved Doctors — Improved Surgery of Trauma 
ELL informed as the public has been concern- 
ing scientific advances, the drastic change 

since 1915 affecting medical care of the injured is 

difficult to envisage. 

Following a national housecleaning in 1910, 
medical schools were vigorously up-graded and 
faculty and curriculum have been steadily 
strengthened ever since. Graduates are better 
trained and postgraduate training is now the rule. 
Surgical specialties have subdivided; orthopedic 
surgery was unknown in 1910, and neurosurgery 
barely begun. Anesthesia is now given by phy- 
sician specialists, making possible far more in- 
tricate diagnostic tests and reparative surgery. 
The life-saving advances in use of blood, chemi- 
cal substitutes, widespread skin grafting, and in- 
ternal fixation of bone are well known. Vast new 
hospitals, air-conditioned surgeries, improved 
clinics, offices and diagnostic x-ray are widely dis- 
tributed. Indeed, progress since 1945, in stress, 
endocrinology, psychosomatic effects, antibiotics, 
and rehabilitation of the seriously impaired con- 
stitutes a whole new chapter in care of the in- 
jured. 

With each passing year morbidity figures and 
extent of impairment have been driven downward. 
These impressive results are accomplished by 
unremitting effort: by better transportation of 
the injured to closely available emergency centers, 
by greater attention to surgical detail, by im- 
proved surgical technique, by use of physician 
assistance in practiced teamwork, by use of skin 
graft and skillful splinting, and by sharply in- 
creased expenditure of time. New and powerful 
drugs are an aid, but only an aid. The same high 
quality of care is applied to major fracture, am- 
putation, and violent injury, and to Jesser inju- 
ries, particularly those of hand and fingers. 

The casualty of 1956 is the favored recipient of 
superb care in excellent facilities, available in 
every corner of our states at short notice. It seems 
evident that expensive services and teamwork 
are here involved. Because of the unscheduled na- 
ture of the industrial accident, it is disruptive to 
doctors, hospital, et al. In the smaller community 
even more than the large its emergency character 
cannot be entirely prepared for in advance. As 
surgical teams have become larger, disruption is 
Jarger and costs mount. General costs are impres- 
sive and first cost little short of shocking, but re- 
sults are so favorable as to return expenses multi- 
plied many times, in reduced suffering, loss of 
time, loss of function, and final awards. 








Today’s physician is pleased to be able to pro- 
vide this vastly improved care under excellent 
conditions, indeed failure to provide it is malprac- 
tice. He has no alternative but to expend his best 
effort, takes pride in good work, and looks to the 
employer and his insurance carrier to pick up 
the bill as calmly as possible. 


Physician in Rehabilitation 

UPERFICIAL perusal of the writings of Bamber- 

ger,! Galbraith,? Kessler, and others may lead 
to a false assumption that the scores of excellent 
doctors scattered over all of our states are unable 
to apply today’s improved surgery and carry it to 
its logical conclusion, a successful return of the 
injured to work. It is freely granted that our phy- 
sicians need a broader acquaintance with industry 
and instruction in methods for reaching the end 
point of re-employment.!*:'* Most of the “small 
injury” cases and many of the major injuries, 
however, will be fully and well handled by local 
resources within the home community. We hope 
for a broader philosophy by insurance carriers, 
with elasticity to encourage local physicians to 
exercise every ingenuity in behalf of the patient. 
Some trouble has occurred in accomplishing 
smooth transition from off-job status to eight- 
hour duty. Often the physician will need to visit 
the work place and personally assist in the tremu- 
lous resumption of effort; the doctors have been 
repeatedly refused a nominal fee by compensa- 
tion authorities for such important service. To 
requote Dr. Galbraith: ‘Rehabilitation in its 
broad sense must be considered to encompass all 
activities undertaken on behalf of the seriously 
disabled individuals to the end that. ... the man 
(is) again placed to best advantage on a payroll.” 

For the more seriously injured who have a con- 
siderable residual impairment, services above and 
beyond !ocal resources are frequently required — 
those to be found in the modern rehabilitation 
center. Absence of sufficient, well equipped and 
staffed regional centers deserves immediate study 
and cooperative attack by insurance carriers, 
medical organizations and other interested com- 
munity agencies in planning and provision there- 
for. It seems unlikely that industry will supply 
enough load to require its own exclusive centers; 
skills and techniques can easily be shared in 
accessible centers, open to all and distributed best 
to serve our scattered communities. Domiciliary 
facilities and the usual testing, treatment and 
training services are needed just as soon as they 
can be erected and staffed. 


Physician and Vocational Training 

TOR nearly 20 years, vocational rehabilitation has 
been available as a service of the Oregon State 

Division of Education. The Division’s duties and 

services have been steadily expanded, and many 

improved techniques offer hope for growing use- 
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fulness. For several years, 8% to 10% of cases 
have been referrals from the Oregon Accident 
Commission, and a considerable number of indus- 
trial casualties are referred from other sources. 
However, the average lapse from date of injury 
to referral for retraining is one to two years, 
averaging 18 months. Amputees receive early at- 
tention averaging six months, but impairment 
from other causes shows no improvement in speed 
of referral in recent years. The chief reason for 
this lag is delay by the physician in referral of 
the convalescing casualty, and, second, is insis- 
tent desire by the insurance carrier that disabili- 
ty status be finally determined and the case closed 
before beginning the vocational retraining proc- 
ess. Delay is not entirely the fault of others. This 
writer has attempted a number of times to per- 
suade the vocationally handicapped to start edu- 
cational effort toward new work while still under 
treatment. It is a rare patient who early accepts 
necessity for change of course, and most prefer 
to wait and attempt return to familiar work hope- 
fully modified to fit their abilities. Suffice it to 
say that earliest possible resumption of effort 
toward self-reliance and employability will mini- 
mize loss of morale and irreversible damage to 
personality of the impaired. 

We have previously mentioned need for change 
in compensation laws relative to aggravation of 
existing impairment so that the helpful employer 
who hires the rehabilitated worker is not pe- 
nalized for his good works. 


Control of Medical Care 

HOSE who write and those who administer 

workmen’s compensation laws have given much 
thought to “control of medical care.” There is an 
often expressed or inferred suggestion that the 
carrier knows best where good care lies and is ob- 
liged to see that it reaches the workman. Ques- 
tions of free choice of physician or closed panel 
of experts, prearranged care in particular hos- 
pitals, prior approval of surgical intervention, 
prior approval of consultation, rigid fee limita- 
tion to prevent overexpenditure, and the like, 
represent varying intent to supervise the patient 
and the practitioner. One cannot argue with any 
step taken to assure the best possible care for the 
injured; control taken to provide less than the 
best or to save money through alleged economy 
which hinders medical service can only earn vio- 
lent objection. 

As previously stated, medical practitioners and 
services are greatly improved. Teamwork and 
consultation by doctors are excellent and growing. 
Accreditation boards and hospital staff organiza- 
tions are insisting on steady improvement of pa- 
tient care. Public knowledge and legal pressures 
impel growing attention to detail. The patient 
and his insurance carriers are urged to take com- 
plaints of medical dereliction to licensing boards 
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:ad medical society grievance committees. Sure- 
_ need for “control of medical care” is a dimin- 
hing problem. We are all aware of another’s 
ortcomings and can agree that some physi- 

© ans should refrain from work outside their 

» otitude and experience; I find it nearly impossi- 

|'e to know what the specific abilities and limita- 
ms are for even the well-known specialists of 

‘ay acquaintance and remain convinced that most 

of the time a third party will be equally limited. 
Further, medical care shares with other fields 
f social and scientific inquiry a withering effect 
rom compulsion and restriction. Improved care 

and growth spring from educational endeavor and 
conference table discussion. Insurance carriers 
ave aided these efforts by lending speakers, 
financing research, stimulating conferences, sup- 
plying information from their files and skillfully 
smoothing administrative road blocks to efficient 
care. Under the benign influence of constructive 
assistance the medical profession becomes a will- 
ing ally in corralling the few who are shown to 
persist in sub-par medical practices. Acceptance 
and encouragement of present trends in medical 
quality control will guarantee most certainly the 
improved care we all seek for the insured work- 
man. 


Changed Insurance Patterns 


CCIDENT COMMISSION AND PRIVATE INSURANCE 
CARRIER: In 1910-1915, the problems of work- 
man injury, care, compensation, litigation and 
safety loomed large and generated a unique and 
disruptive set of special laws to handle them. To- 
day the far more disruptive injury, death, and 
litigation arising from vehicular accidents offer a 
parallel but, thus far, less stimulating challenge 
to our legislative bodies. In 1913, Oregon’s legis- 
lature was troubled by the pioneer nature of this 
social insurance and was unwilling to entrust the 
public’s interest to private insurance carriers; 
indeed these carriers shunned the task, and law- 
makers created a state body to handle the matter 
in a monopoly system. Since that day many of the 
problems arising under Oregon’s law seem rooted 
in this monopolistic role of the state as insurance 
company, purveyor of medical care, judge of disa- 
bility, giver of awards, and hearer of appeals 
from its own decisions. Changes in the social and 
insurance climate since 1913 indicate that it is 
possible to evolve a better relationship for the 
state authority, private insurance carriers, re- 
habilitation agencies, and the medical profession. 
In a recent discussion of long overdue changes 
in America’s banking laws, Sylvia Porter reminds 
that the past 40 years have witnessed the origin 
and growth of our huge life insurance compa- 
nies, saving and loan associations, pension funds, 
unemployment insurance, social security, govern- 
mental welfare agencies, and the like. One can add 
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to the list a host of medical social agencies giving 
aid and assistance to their special charges. The 
great size and diversity of this wave of social 
insurance, group savings, medical and hospital 
care, and sickness benefit and pension plans 
dwarfs the size and moderates the urgency of 
workmen’s compensation. Their similarity of 
purpose and intention has also made less mean- 
ingful the careful exclusion of job-connected in- 
jury from their steadily expanding coverages. It 
may be that the careful separation of the state 
plan for workmen’s compensation is a costly ad- 
ministrative duplication that can now be aban- 
doned in favor of other insurance patterns. Cer- 
tainly the appearance, acceptance and broad un- 
derstanding of private and public insurance meth- 
ods have shown that change and drastic revision 
of the laws and their mode of administration need 
not frighten us. The success and flexibility of 
business, labor, and the insurance industry in 
meeting similar problems arising outside of em- 
ployment, as well as their leadership in many 
states in workmen’s compensation, lead to the 
conviction that Oregon’s monopoly insurance pro- 
vision may be obsolete and can be abandoned, and 
a more healthy role in education and policing be 
assigned to its workmen’s compensation commis- 
sion. 

Given a commission freed of sticky duties as in- 
surance carrier, it might swiftly move for passage 
of a full coverage law for all workers, encourage- 
ment of industrial health activities with medical 
placement examination, improved safety in small 
shops, faster medical care, better fees and better 
attendant first care by private physicians, imple- 
mentation of swift and superb rehabilitation cen- 
ters, and a dynamic program to guarantee re-em- 
ployment of the injured and the impaired. At that 
time the problem of awards, malingering and loss 
of personal identification would come into better 
perspective and our accident commission could 
hope to assume a role of leadership with its hand- 
cuffs removed. 


Awards and Appeal 


HE INSURED MIDDLE CLASS: The citizen group 

lately known as poorly housed, poorly fed and 
poorly clothed is now thankfully a small segment 
of unfortunates, not numbered among the work 
force to appreciable extent. America’s work force 
is our broad middle class, with savings, a large 
portion of the national wealth, and job tenure 
with the force of law. Among the less secure, in- 
deed, are professional people, teachers, and em- 
ployers. The previously mentioned 11,000 small 
employers in Multnomah County are not dis- 
cernibly different from their employees except in 
absence of assured rate of pay, increased heart- 
burn from worry over taxes and meeting the pay- 
roll, and a generally less secure future. The 
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worker is now cushioned to a phenomenal and in- 
creasing extent by employer-funded insurance, 
private and governmental. This has a distinct 
bearing on the realities of awards for industrial 
injury and offers opportunity to re-define the 
purpose of disability payment and the award 
system. 

We listed as the original purpose of com- 
pensation funds, provision of medical care, con- 
duct of rehabilitation to the point of return to 
work, and provision of sustenance while removed 
from the payroll. By penalizing the employer, ac- 
cident costs were to stimulate accident preven- 
tion. The giving of awards for loss of parts and 
function was to help the disabled over a period 
of transition and to serve as pension partially to 
sustain the family until dependency could be re- 
solved. Punitive awards were not contemplated. 

So long as job-connected injury is excluded 
from all other disability payment plans, our in- 
jured worker must continue to receive full main- 
tenance while unable to earn. With the advent of 
Federal government financed pension for handi- 
capped veterans, handicapped non-veterans, de- 
pendent mothers and children, elderly, etc., it 
appears imminent that government will assume 
the role of pensioner and pass the bill back to all 
of us. In that event it seems likely that business 
will be relieved of the “major award” grab-bag 
so troublesome to workmen’s compensation ad- 
ministration. Despite tradition, I consider pres- 
ence of potential award one of the larger barriers 
to recovery and return to work, second only to 
pain and weakness; and its destructive effect of- 
ten outweighs its social contribution. Absence 
of permanent award other than pensions seems 
preferable to the present chaotic situation. Sec- 
ond, if awards are to persist, award considera- 
tion should be delayed until the employee has 
worked for several months; refusal to attempt 
medically authorized work should interdict award 
consideration. Those seriously troubled workmen 
in my practice who have returned to work have 
greatly diminished their own desire for award 
and by a proof of work have clearly shown the 
extent of disability as well as the great remainder 
of ability. Once returned to work they are back in 
the land of respectability and self sufficiency, and 
further medical recovery is greatly expedited. 
With de-emphasis of awards by prolongation of 
temporary disability payment and full-scale re- 
habilitation, honesty can return to patient, doc- 
tor, and the legal profession. The reward for ma- 
lingering and denial of improvement is mini- 
mized, appeal to jury yields little profit, and early 
recovery of ability to work becomes the primary 
goal. 


Rewards for Safety in Small Plants 
F THROUGH procedural change we diminish em- 
phasis on awards and jury appeal, simple jus- 
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tice requires that we honestly deal with continu- 
ing negligence in small plant safety practice. 
Many employers hide behind the shield against 
litigation provided by workmen’s compensation 
insurance, and neglect to clean up and prevent 
injury. It was intended that many small shops 
band together under the insurance fund to afford 
group security against severe costs in workmen’s 
compensation. Thus, a base rate for all shops in 
a single class of industry could be reasonable, and 
good experience would earn a saving in reduced 
premiums for the class as well as the individual 
shop. This encouragement for safety escapes the 
awareness of most small shop owners under 
Oregon’s law; accident costs for each average 
those of his competitors and are ignored. In 
Washington he has no option of refusal of the 
state plan and accepts compensation insurance as 
a necessary evil. That state’s penalty for severe 
injury in the individual shop seems more drastic, 
and Washington administrators feel it is more ef- 
fective than Oregon’s. In both states, however, 
new stimuli are needed to alert small employers 
and some larger ones to the rewards of safe work 
and the penalties of unsafe operation. Both re- 
wards and penalties should be sharpened. As re- 
ward for successful practice of constructive 
health and safety activities we should foster 
greater opportunity for direct company profit in 
realms of accident insurance. This profit will 
often be better realized by self insurance, or in- 
surance with a private company. Our commissions 
should be in position to inspect, educate and per- 
suade all employers in paths of righteousness; 
this becomes a forceful argument for compulsory 
coverage of all employees under safety provi- 
sions of the compensation laws. Supervisory func- 
tions of the commissions will lack in missionary 
zeal so long as they are primarily concerned with 
retaining and operating an insurance company. 
The legislature owes an obligation to the provi- 
dent employer and unprotected employees to 
penalize the continually careless employer. Al- 
though considered poor pedagogy, the only cor- 
rective therapy seems to lie in direct financial 
penalty for accidents clearly arising in repetitive 
negligence. A large share of invoked penalty 
should be allocated to safety work in the penalized 
and similar work places. If legislature, accident 
commission, and employers cannot achieve true 
safety protection for the employee, he deserves 
restitution of right of appeal to jury when victim- 
ized, for without it he is certainly deprived of 
fundamental rights without legal recourse. 


Summary 


MANY-SIDED answer is offered to the ques- 

\ tion, Where are we going with workmen’s 
compensation? In a scholarly Sidney Hillman 
Memorial Lecture in 1955, J. Douglas Brown,!* 
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} vinceton economist, analyzes salient elements 
“The American Philosophy of Social Insur- 
: ace.” He emphasizes that, “The motivation of 
{ .e individual from within himself is a primary 
-ad essential source of power in a free society.” 
{1 describing the ferment surrounding social in- 
- ivance he observes, “Facts change rapidly, phi- 
| sophies more slowly but inevitably in the light 
«f individual and public understanding.” He con- 
:iders it a worth-while exercise to attempt to de- 
ime anchor points of our emerging philosophy; 
such a task is helpful, for it affords a framework 

pon which to arrange and examine changing 
acts which are shaping this philosophy. My 
acts tend to individualization whereas the econo- 
mist. necessarily develops broad concepts. My 
reasoning is patently biased by a physician’s 
detached concern over the employer’s economic 
travail, an impersonal absence of empathy toward 
the insurance carrier, and a direct, palpable and 
personal relationship to the patient or worker. 
Because the compensation laws are primarily con- 
cerned with prevention of personal injury and 
with medical care of the injured I have readi- 
ly assigned to the physician a primary and con- 
trolling duty under the laws. Others will feel this 
medical obligation less acutely, or believe it to be 
of less importance. 

Essential to understanding of origins and pur- 
poses of workmen’s compensation laws is the 
knowledge that they were promulgated in a time 
of crisis, were of challenged constitutionality, and 
were necessarily narrow in objectives and vision. 
With the passage of time they have become an 
important, expanding but subordinate segment 
of a broader vision, that of modern occupational 
medicine with its goal of optimum health and 
prevention of physical and emotional pain. As 
guides in the changing scene a suggested list of 
the laws’ objectives includes: preservation of 
the workman as a free individual American citi- 
zen; delivery of satisfying, superb medical care 
by unhampered and excellent physicians; service 
in the industrial milieu which extends all rights 
to each party without divorcing the employee 
and employer; preservation of self-reliance by 
speedy return to work; avoidance of law interpre- 
tation which will discourage re-employment; at- 
tainment of diligent accident prevention without 
punitive action against the earnest and striving 
employer; and blending of compensation medicine 
into broad, constructive industrial health service 
for the whole man in a safe and healthful environ- 
ment. 

The laws are described as social compromise, 
not immutable, and under vigorous pressure for 
change in content, administration, and basic 
goals. Among propulsive forces toward change 
arising in their first 40 years are those related to 
the increasingly educated, work force; shift 
toward older workers and more women workers; 
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increased use of machine power with lessened de- 
mand for muscle power; improved hygiene of the 
work place; shift to less violent injury and in- 
creased emotional stress; and changing economic 
status of employee and employer, with vast in- 
crease of social insurance protections of many 
kinds. Looming large also is a relative failure of 
the compensation system to reduce injury and 
smoothly implement excellent medical care and 
effective rehabilitation for those working in the 
omnipresent small plant employee grouping. 

In attack on the important small plant problem 
the individual physician must be spurred to un- 
dertake a larger role as claim assistant and case 
finder in the interest of immediate and skilled 
accident investigation and preventive follow-up. 
He can be aided in this expanding job by better 
financial assistance and by provision of more 
and better trained lay assistants in the realm of 
safety engineering, accident investigation, em- 
ployer counseling, psychological testing, medical- 
social work, etc. The physician can do better if 
helped to a broader understanding of industry’s 
specific needs; suggested are grants to medical 
training centers, sharing of information from 
files and experiences, assistance in conferences 
and in research in schools and within industry. 
Employers, unions, and insurance industry can 
help to increase interest of physicians by a clear 
call to duty in occupational medicine. 

Impressive scientific advances make possible 
steadily improving care of the injured in widely 
available offices, clinics, and hospitals of our 
states. Physician teamwork is good and growing; 
specialization in techniques and services has 
sharply increased first cost, but improvement of 
results more than justifies these costs. In an era 
of growing paper work and red tape skillful co- 
operation by insurance carriers is needed to con- 
serve expensive medical personnel and expedite 
consultation and flexible service. Constructive 
encouragement of medical education and existent 
quality controls is producing better care with less 
friction than does tight control of medical care 
by insurance carriers. 

In addition to prevention of injury and rapid 
repair of injury we seek early return to work 
with fullest restitution of abilities. Numerous 
aids to this end remain to be utilized. Physicians 
need to know physical and mental requirements 
of jobs, and must be encouraged to visit the work 
place. Increasing use of skilled rehabilitation cen- 
ters, physical medicine, psychological counseling, 
vocational retraining, close liaison by carrier, 
doctor, and employer, and a philosophy of “guar- 
anteed” opportunity for return to work will 
diminish the need for awards and legal conflict. 
In pressing toward vocational training or re- 
training for the aging and the impaired, one 
notes firm resistance to change. Research is 
needed to enlarge our knowledge about educabili- 
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ty, and motivation for learning among older per- 
sons. Schools are not ready for the older student 
and a shortage exists in funds, teachers and peda- 
gogical aids adapted to those in the 40 to 65 and 
older age group. 

Our sympathetic drive to continue employment 
opportunity for the impaired will be best accepted 
if founded on facts. The impaired require carefui 
and continuing medical and personnel placement 
and supervision. In many instances they consti- 
tute an increased severity risk under present 
laws. Modification of these laws with expansion 
of “second injury” provisions will more equably 
spread the load and relieve the humane small shop 
operator of possible severe penalty. 

Social insurance has become an established part 
of labor-management contracts with widespread 
protection for employee and family which bul- 
warks against illness, injury and loss of earnings. 
This movement diminishes urgency of separation 
of on and off job causal relationship; movement 
has begun to make insurance for both a single 
package. This insurance will be underwritten by 
many companies, for the most part privately man- 
aged. State compensation commissions may then 
be freed to educate and stimulate in prevention, 
constructive health activities, fullest rehabilita- 
tion, and improved techniques to achieve success- 
ful return to work. Increased funds and expanded 
staff are needed to promulgate accident and dis- 
ease prevention among the thousands of shops 
employing five, 10, or 25 persons. Where employer 
negligence exists policing must be firmly applied 
by the state authority, or the employee must be 
given back free recourse to jury protection. 

In 1956 our social goal in workmen’s compensa- 
tion continues to be eminently successful preven- 
tion of accidents, superb medical care for the in- 








jured directed to fullest recovery, and assured re- 
turn to work. A major shift in emphasis is re- 
quired away from legalistic formalities and 
awards and toward full rehabilitation and uss 
of skilled re-employment techniques. Although 
quixotic and not legally probable, a “guaranteed” 
return to work should be our espoused intention. 
I firmly believe that we are headed toward the 
indicated changes in workmen’s compensation 
laws and that they will provide steadily improved 
care for our working people. My desire is that 
these advances be accepted and applied at maxi- 
mum speed. 
(1313 N.W. 19th Avenue.) 
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“So Late Smart” 


HERE is one other instance of a middle-aged girl, who has been with us a long 

time, who has high blood pressure. Her behavior has been insupportable, even 
making allowances for her physical condition. We have had a lot of difficulty; she has 
had absences, short absences, long absences, leaves of absence, leaves of absence with 
pay, and leaves of absence without pay. Year after year, we tried one thing and 
another, and it got to the point where the personne! director started practicing without 
a license, called in the head doctor, the executive officer of this girl’s department, and 
the girl. I said, “Now, we are sick and tired of the way you are acting.” I didn’t care 
about her blood pressure at this point. I had a doctor there in case anything happened. 
“We are all through,” I said, and I gave her three alternatives, “you can quit, you 
can go to a psychiatrist that we choose, or you can behave yourself; decide right now 
what you are going to do.” She decided she was going to behave herself. She has 
behaved herself for four years. She had a big award in the suggestion system, and 
she has had a promotion. I don’t know how scientific that is, but in Milwaukee we say, 


“we come so soon dumb and so late smart.” 


—From the Remarks of Miss Louisk M. NEWMAN, Personnel Director, Northwestern Mutual Life 
Insurance Company, at the Symposium on “Absence from Work Due to Non-Occupational Illness 
and Injury,’”’ Sixteenth Annual Congress on Industrial Health, January 24, 1955, Detroit. 
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The Eternal Struggle for Adjustment 


BERT HANMAN, Boston 


R LLOWING is Chapter IV of the new book, 
“Physical Abilities to Fit the Job,” published 
»y American Mutual Liability Company, Boston. 
Che note at the end of the review of this book 
see page 51) tells how it may be procured. 
in its place as Number IV in the sequence of 
Chapters, this one marks the point where the 
reader turns from general considerations regard- 
ing employee placement to practical ones—indeed, 
the practical ones. In the matter of adjustment of 
the physical problems of workers, this Chapter is 
the gateway to the right way.—EDITOR. 


ONG BEFORE our Earth was born of the Sun, 
4Jsand even longer before our Sun was born a 
Star, the problem of adjusting to an environment 
began. In some calm recess of space a prankish 
angel must have plucked an ether wave and — 
that was it! From the music of that first vibra- 
tion came the symphony of stars. 

Ever since the atoms started dancing to that 
first celestial music the elements of the mineral 
kingdom have been struggling to keep in step —- 
to adjust to their surroundings and resist extinc- 
tion. Some of the elements have combined to make 
good adjustments and others bad. Our very own 
Earth, for instance, when it comes to resisting ex- 
tinction, is a good example of a bad adjustment. 
In terms of cosmic thought our Earth has been 
here for the mere second of a billion years and 
will be gone in another — hardly the flash of a 
firefly in the dark. 

And from the time that the first food-making 
cells developed in the plant 
kingdom later to feed the 
first food-taking cells in the 
animal kingdom, the organic 
world has been faced with 
the problem of extinction in 
or adjustment to its environ- 
ment. Of all the organisms, 
man has probably had the 
most fun in making a stab at 
adjustment. From protozoan 
to metazoan to fish to mam- 
mal to primate to hominid to 
homo sapiens to the modern 
high-browed subspecies 


oa 


kA 


Look at his wonderful hands with opposable 
thumbs. Yet man’s hands are not nearly so re- 
markable as his feet. On each foot he has per- 
fected a three-point landing gear of heel and ball 
and side strip, giving him balance in his erect 
position. Man can thank his feet for his brain. 
By walking erect his snout receded, his skull 
came forward and made room for his brain to 
develop. And now with his brains and hands he 
has reached the top of his evolutionary ladder 
and can conquer the world without the need for 
further biologic adjustment. 

To run like a horse, for instance, man doesn’t 
need to start over by running on his middle finger- 
nail to develop a hoof. To attain such speed, man, 
with his brains and hands, simply makes a pros- 
thesis — not an artificial hoof, mind you, but a 
prosthetic attachment he calls an automobile — 
and by hooking this prosthesis onto himself he 
easily succeeds in outstripping a horse. And for 
mammal man to fly like mammal bat, he doesn’t 
need to spread his fingers into wings, but mere- 
ly to attach a prosthetic airplane to his hands. 
(But the man who hopes to become an angel and 
fly had better get busy, for that will take a 
breastbone and muscle six feet thick!) 

Yes, man, that magic combination of mira- 
cles, has endless fun with his endless prosthetic 
treasures — all the way from glass houses to 
wrap around himself, to plastic hearts to pump 
his blood —- and succeeds in topping off all of 
his fun by pampering himself with that deep 
dark secret thrill of nursing his private neurosis. 

The paradox is that fabu- 
lous man understands almost 
everything except fabulous 
man. With the very center of 
his life being work to pro- 
duce his food and prostheses, 
man should have learned by 
now how to adjust to his 
work. Yet in this respect he 
hardly surpasses other ani- 
mals and still relies primari- 
ly on his instincts and intui- 
tion and adjusts to his work 
situation largely by trial and 
error, by guess and by gosh. 





called homo sapiens sapiens, 
man has made the most of 
what he had to start with. 


| 
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After man’s million odd 
years of work on this earth, 
it is hard to believe that it is 


23 





only about 5U years ago when he started to develop 
industrial psychology and industrial medicine in 
an effort at least to try at long last to understand 
man at work and how to adjust him to it. But the 
fumblings of modern man in this respect are 
shocking and even suggest at times that he might 
be better off to forsake his brains and return to his 
animal instincts. The shortcomings of industrial 


guess as to what a person’s physical abilities are. 
Man’s very own human abilities that count the 
most in his life and work are understood the least. 
Yet some rays of hope are beginning to shine. 
With this background and perspective as to 
where we stand in the world, we can now go on 
with a better understanding to examine some of 
the fumblings of modern man, in the next two 


chapters. It is highly important, especially for 
physicians, that we have perspective and under- 
stand these fumblings so that we can avoid such 
mistakes in the future. 


psychology are only surpassed by those of indus- 
trial medicine, where, with doctors priding them- 
selves on handling diseases and disabilities, they 
have hardly yet learned how to make a respectable 





“More Things for the First Time” 


ORE AND MORE medical and social researchers are studying the process of aging ‘ 
M and the attending problems. Most of the findings so far bear out previously held 
suspicions or assumptions. Aging, it has been established, goes forward at different 
rates in different people. Some people are “old” at 20, others are “young” at 60. The 
external structures of an individual — his skin, hair, etc. — may help determine his 
chronological age, but these factors are often poor indicators of the way an elderly 
person feels and acts. Aging also occurs at different rates in various parts of the 
body. A man’s liver may be 50 years old and his heart may be 30 years old. Fatigue , 
is a common symptom of the aging process. An aged heart may function perfectly, 
but it becomes fatigued more readily than a younger one. The older the heart, the 
more rest it requires to overcome fatigue. Physical strength and speed diminish as 
the individual grows older. A man in his 70’s can perform “moderate” physical work as 
efficiently as a man in his 30’s. But the 70 year old must call on his “reserve capaci- 
ties” to maintain this level of efficiency. He functions most efficiently on a job that 
requires less than “moderate” activity. The older worker does not lose his capacity 
for fine muscular coordination. He can perform skilled jobs much better than is 
generally supposed on the basis of prevailing prejudices. Elderly persons who keep ) 
up with their interests remain about as bright as ever, and often excel in such traits j 
as judgment, stability, and responsibility. They tend to learn more slowly, yet more 
carefully and thoroughly. If they resist new ideas, the basic reason often is defense 
against the aggressiveness of the younger generation. Physical ailments of older 
people are not as severe and widespread as they are reputed to be. To be sure, 
deficiencies of certain vitamins, hormones or other body substances are characteristic 
of older people, and bring on symptoms of advanced aging. But these deficiencies can , 
in many cases easily be remedied by treatment. In one of his technical papers, the 
late Dr. Martin Gumpert, an expert on the physical and emotional problems of older 
people, made this interesting statement: “The image of old age is darkened by the | 
traditional misconceptions and prejudices of centuries. What appears to us as an | 
inevitable decline is often nothing but our conviction that that is what old people are 
like and what they themselves expect to be like; a biased opinion which dissolves be- 
fore an open-minded and active, optimistic approach .... Aging is a process,” he went j 
on to say, “in which we do more things for the last time and fewer things for the 
first time. This explanation of the dynamic quality of aging offers its most therapeutic 
approach: To try to reverse this movement by doing, in the course of aging, more 
things for the first time; and by trying to avoid ‘last appearances’ in whatever 
pursuit we follow.” 

—From The Foreman’s Letter, October 8, 1956 





~— National Foremen’s Institute, cited in Connecticut Gen- 
eral’s Notes and Quotes, November, 1956. kK 


24 Industrial Medicine and Surgery 





J. €@,:% 


en 


. 2. 6nd Gone eo Bit fe. Reed 


re. 


he 
st 


on 
of 
VO 
or 
r- 


watt ~ mana ~~ — SO 





2ecommendations for Medical Standards 


for Motor Vehicle Drivers 


HAROLD BRANDALEONE, M.D., LAMSON BLANEY, M.D., GEORGE H. IRWIN, M.D., 


HEDWIG S. KUHN, M.D., 


SEWARD E. MILLER, M.D., RAFAEL PENALVER, M.D., 


ROY E. SETH, M.D., ROBERT SIM, M.D., and GERALD J. FRIEDMAN, M.D. 


HE INCREASING number of fatalities and seri- 

ous injuries due to motor vehicle accidents 
makes prevention of these accidents an important 
problem in public health.! It is imperative to in- 
form the medical profession of its role in acci- 
dent prevention. Physicians need to realize that 
good health is essential to safe driving. They 
must be able to advise patients when their medi- 
cal conditions militate against driving. 


Standards for physical fitness of drivers were 
prepared by the American Medical Association in 
1940;* reviews of the Medical Standards for 
Drivers were given by Dunlop* and Kerr? in 1945. 

In 1950, a study of the health of bus operators 
in the Third Avenue Transit System in New York 
City was begun. It was found that there was a 
correlation between the physical and mental 
health of the operators and accident prevention. 











CHART | 
PRIVATE OR CIVILIAN DRIVERS HEALTH HISTORY 
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NAME 
DATE OF BIRTH AGE SEX M.S.W.D.__ 
PERSONAL PHYSICIAN 
ADDRESS TELEPHONE — 











ANSWER “YES” OR “‘No” to the following questions: 
Do Not Use CHECK MARKS 

1. Have you ever been rejected by any life insur- 
ance company?_____—S——Ssd' fF so, Why? 

2. Have you ever been a patient in any hospital, 
institution or asylum? If “Yes,” when, 
where, and what for? a 

3. Were you in World War I, II, or Korea?___ 

4, Were you rejected for military service?___ 
If “Yes,” Why? 

4A. What type of military discharge 
Regular Medical_ Other___ 
If other than Regular, give reasons__._.__-__ 

5. Have you ever received disability compensa- 
tion from the government, any corporation or 
individual? 

6. Have you ever been treated for, do you have, 
or have you ever had any of the following? 
ANSWER “YES” or “No” 

Head injuries Hemorrhoids (piles) ____ 

Mental or nervous Missing fingers or toes __ 

disease or disorder __Liver disease ___-_ 























Tuberculosis _ Jaundice 
Pneumonia Dysentery (“runs”) 
Asthma Hives 

Bronchitis Any allergy 











Surgical operations High blood pressure 





Gonorrhea ___ 
Anemia 


Ulcers of stomach 
Stomach trouble 
If “Yes,” What? 
72 How much beer do you drink each day?____ 
How much whiskey? 
7A. Do you take any drugs or medicine?_____ 
If “Yes,” What? 




















8. Do you have any deformities or disabili- 
ties lf “Yes,” What? ee 

9. Have you any of the following symptoms: 

Nervousness ______———" Fast heart rate 

Headache Pain around heart Bs 

Dizziness Cough = 








Chest pain __ 

Do you wear glasses ____ 
Blurred vision __-_——S 
Double vision __- 


Fainting spells 
Convulsions (fits) 
Do you cry easily 
Quick temper 














Irritable Ringing in ears 

Weakness ____ Ear trouble ee 

Trembling hands Choking sensation 

Tiredness 

10. Do you have any menstrual pain or irregu- 
larities? 





11. Have you any physical defect whatever, which 
might under strain, or in the performance of 
duties requiring physical alertness and muscu- 
lar activity, result in disablement or otherwise 
incapacitate you? If “Yes,” What? 

12. Have you been ill during the past three years? 
If “Yes,” Give details_ 

13. How many days were lost from work dur- 
ing the past year? 








DATE 








Heart disease Diabetes 
Rheumatism Nervous breakdown 
Arthritis Syphilis APPLICANT a 
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Through a comprehensive medical program and 
improved driver selection, accidents were reduced 
more than 50% in this company.*:® 

In January, 1956, Brandaleone and Friedman 
published a list of Physical Standards for Vehi- 
cle Operators.‘ 

Since the human element is a major factor in 
accident prevention, the following recommenda- 
tions are suggested for the frequency and type of 
medical examinations to be made. It is expected 
that these recommendations may be changed as 
necessary by industrial physicians, licensing 
bureaus, or others using these criteria as a 
standard for motor vehicle drivers. It is hoped 
that standard rules and regulations will be es- 














| ees 
NAME ne eee 
DATE OF BIRTH_____AGE SEX M.S.W.D.__ 
PERSONAL PHYSICIAN _____ «~TELEPHONE____ 
ADDRESS eee POSITION 


ANSWER “YES” or “No” to the following questions: 
1. Have you ever been rejected by any life insur- 
ance company? 
If “Yes,” Why? ee aS eee 
Have you ever been a patient in any hospital, 
institution or asylum? 
If “Yes,” when, where and what for? 
3. Were you in World War I, II, or Korea? ___ 
4, Were you rejected for military service 
Ek Co as | |; a 
4A. What type of military discharge 
REGULAR__ MEDICAL OTHER___ 
Have you ever received disability compensa- 
tion, from the government, any corporation 
or individual —_ 
6. Have you ever been treated for, do you have or 
have you ever had any of the following: 
ANSWER “YES,” or “No” 
Head injuries __Hemorrhoids (piles) ____ 
Mental or nervous Arthritis 
disease or discrder ____ Ulcers of stomach _____ 
Tuberculosis ____ __“Stomach trouble” 
Pleurisy ___Gallbladder disease 








te 














cr 























Pneumonia ___ _____Liver disease ss 
Asthma ___ ST TS” | cc ar aed 
Bronchitis ___ ee rae 
Influenza __.—ss——Cs—CS ‘XK toute” — 
Heart disease __.___——— “Bladder trouble” __—S 
Rheumatism __.____————S“*? Prostate trouble” _ 
Hernia (rupture) _____ Accidents  _ eee 
Malaria a Varicose Veins 


Typhoid fever _ __._Skin rashes __ 








Scarlet fever __ Boils ee 
Diphtheria __ __ Sinus ‘trouble 
Hay fever ___ ———S SSCS Frequent cols So 
SS __Sore throats Sein 
Any allergy __. SSC Anemia 
Nervous breakdown ____Blood disease - 

CS Se | 
High blood pressure Gonorrhea ____ 


CHART 2 
COMMERCIAL OR INDUSTRIAL DRIVERS HEALTH HISTORY 


tablished by all licensing bureaus in the country 
just as the Interstate Commerce Commission es 
tablished minimal standards for drivers unde) 
its jurisdiction. 


Frequency of Examination 
CIVILIAN DRIVERS up to the age of 45 years 

* should be examined every three years, and 
after 45, every two years. 

2. INDUSTRIAL AND TRANSPORTATION DRIVERS 
should have a pre-placement examination and a 
periodic physical examination every two years up 
to the age of 45, and annually thereafter. 

It is further recommended that every driver in 
industry absent from work for more than 28 


Back trouble or injury 
Surgical operations_____ if “Yes,” What? 
Missing fingers or toes 
Fractures, broken bones, or sprains 
rp How much beer do you drink each day? 
How much whiskey? _ See 
7A. Do you take any drugs or medicines? “Yes” 
or SNe Hf “Yes” What? 
8. Do you have any deformities or disabilities?__ 
i “Ves,” What? — 
9. Do you have any of the following symptoms: 
Nervousness MOmmt Das 






































Headache __ ______Fast heart beat __ 

Dizziness ___ SSCs of breath __ 

Fainting spells ____ _——S—SSwelling of feet 

Convulsions (fits) ______ Pain around heart ______ 

Excess sweating Cough 

Do you cry easily Chills _ 

Quick temper... __ Weyer —.... 3 

Hands tremble ee 0 as) 

Weakness - _.  Spitme of blood: 

Tiredness ____ ___Nausea, vomiting ___— 

Muscle pains _._._.__._.._ Bleeding _.._ SE 
(Lost Getting up at night 

Have (Gained weight __ to pass urine 


you (recently Wear glasses 2= 
(How much Blurred vision __ 
(In how long ____See double 

“Nervous stomach ____Ringing in ears ___ 

“Stomach pains Ear trouble ___ 

Diarrhea (“runs”) _____Skin disease__rash ____ 

Constipation ____—~_———S Choking sensation 

“Heartburn” _____ Hoarseness 

Frequent urination _____ Sore throat 

Burning on urination ___ 

10. Have you any physical defect whatever, which 
might under strain, or in the performance of 
duties requiring physical alertness and muscu- 
lar activities, result in disablement or other- 
wise incapacitate you? 

11. Have you been ill during the past three years? 
if “Yes,” give details 

12. How many days were lost from work during 
the past year 
































Applicant 
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ys because of illness or an accident be exam- 
ed before returning to work, to be sure that he 
not a hazard to himself or to the public. 


ype of Examination 

’-HARTS 1, 2 and 3 are recommended as sample 
history and physical examination records. 
1ese forms may be altered to suit individual re- 

¢ .uirements. 

1. PRIVATE OR CIVILIAN OPERATORS: Examina- 
tion should include the history and physical as 
noted in Charts 1 and 8. A urinalysis should be 
performed. A copy of the medical record should 
Le sent to the State Motor Vehicle Bureau for 
detailed examination. The Motor Vehicle Bureau 
should accept or reject a candidate for a driver’s 
license. 

2. COMMERCIAL VEHICLE AND TRANSPORTATION 
OPERATORS: Examination should be performed 
by a qualified physician, who should certify to 
the ability of the candidate to perform his job. 


PREPLACEMENT O 





PERIODIC O 

|) ses 
NAME _ eee eee eee 
Acs... “Rack... .. ~«MESWD..... - Sax... 
NEXT OF KIN_________-~ POSITION APPLIED FOR__ 


Obstetrical and menstrual history 
Personality data:- 


(Neat... one Se ere 
Appearance CUCL CSS 5 hs Se Et re 
(Slovenly __ a 
(Quick . 8 Soren ition eis Moe 
Intelligence CA GRG Gi Coe <= 18 ene eee 
OB) eR esa en 
(COR OSSEG Os oo 
Ot an eo ee ane r re Sarees 
Temperament (Cooperative Pea eee 
(Non-cooperative _ = 
(Advanced __ ee es 
Schooling (Average _ ee ee 
(Retarded... 2. 
Height____ _—- Weight_____ ~—»- Wear glasses___—— 
Musculature_____ ~ Temp._____——«—«~ Pulses 
Posture. Nutrition.__—SS—és‘ SinnW"_—_——_™” 
Glands... Hair... Sealpe 
Head__——s Skull. ee re ee ee 
Eyes: 


Color sense. eee 
EVe@ @rounds: 2. 
Vision without glasses_ Vision with glasses__ 


R R 
L L 
B B 
Horizontal field of vision______ Normal__ 


Subnormal___ 
Depth perception _—=—— 
Subnormal__ 


Normal. 
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CHART 3 
PHYSICAL EXAMINATION MOTOR VEHICLE DRIVERS 


The examination should include: 

A history and physical examination as noted 
in Charts 2 and 3. 

Psychological testing. 

Visual tests (including Snellen, telebinocular, 
or Ortho-Rater, color blindness, peripheral vision, 
depth perception, and glare resistance). 

Urine examination. 

Chest x-ray. 

Serology. 

The recommendations shown in Chart 4 are 
submitted as nonacceptable conditions for driv- 
ing. Since the list of acceptable medical standards 
is too lengthy to publish in this report, we are 
presenting only those conditions which disquali- 
fy the operator in each category. 


WE WISH to emphasize that this list is presented 
as a temporary guide, to be changed as more 

data are accumulated, and to serve industry and 

licensing bureaus as their needs require. 




















Glare recovery ___ Normal_____ 
Subnormal___ 
Wate... (e@awing = = IN ee ee 
RCC ea Gunite. ee 
Nose___ Throat... _ Tongues_.._ 
Neck_ See Thyroid___ a 
Thorax 

Chest: Breasts 

S00 ee a enw ee eS 

Heart P.MI.  ..I1¢CS MCL BP 

Rhythm_____———s—sdqRate___————CXMurrmurs___ 

Sounds SS Seen eee 
Abdomen__ Genitals_ = Seen 
Hernia (wears truss?) _ ees 
Back-Pelvis-Spine _ _ a 
Extremities-Upper_____ Lower_____ Flat Feet____ 
Negttinits.. Ree ee 
Reflexes-Nervous system ii ne Ee ke 
Scars-Deformities-Disabilities 0 
Laboratory: 

Urities... Serology... 

€.5.€..._._.___.__ > Neveu or enest = ee 
Emotional and psychiatric evaluation 
Diagnosis and recommendations____—_—__ tie Minn 
Military medical records. 

PROFILE 
PHYSICAL | ORGANIC 
DATE CAPACITY DEFECTS 
| NEURO 

Eyes | EArRs | PSYCHIATRIC | MOTORABILITY 

This is to certify that I have examined____ on__.__ 


‘ii Gaia Qualified ra 
and found him Unqualified To drive a_ = 


vehicle. I have retained a copy of the findings. 


EXAMINING PHYSICIAN 








GENERAL STATEMENT 














A REFERENCE LIST OF CONDITIONS WHICH MAY BE NON-ACCEPTABLE FOR DRIVING 





It is hoped that these criteria will serve as a guide in determining the qualifications of motor vehicle operators. 

Veteran operators with years of driving experience should receive special consideration if their medical defects will not lead to 
sudden incapacity which might endanger public safety. 

Any condition that might suddenly incapacitate a person, so that he might be unable to control] his senses or his ability to drive a 


vehicle, is considered disqualifying. 


Under general defects there are several 


(1) USE OF DRUGS: 


medical problems which should disqualify a motor vehicle operator: 


(a) Narcotics. (b) Sedatives in excess. (c) Antihistamines in excess. (d) Stimulants — excessive or chronic use of benze- 
drine or dexedrine. (e) Drug sensitivity. 
(2) ALCOHOL: Chronic or excessive use. 


There are some instances where temporary disqualifications occur, e.g., acute febrile 


When the acute state is over, the applicant may be reclassified. 








TRANSPORTATION OPERATORS 

HEIGHT AND WEIGHT 

Those outside 20% of acceptable life in- 
surance figures for normal height, 
weight and age, if sufficient to interfere 
with driving. 





SKIN 
Any chronic skin disease which renders 
the operator unfit for bus operation or 
so disfiguring as to render the indi- 
vidual objectionable to passengers. 
Pilonidal cyst. 
Extensive scars 
function. 
Cysts or benign tumors of such a size 
and/or location as to interfere with 


which interfere with 


illness, plaster cast, postoperative state. 


It is understood that these criteria are rigid and may require some change in individual circumstances. 





COMMERCIAL VEHICLE ‘OPERATORS CIVILIAN OPERATORS 


Those outside 20% of acceptable life in- 
surance figures for normal height, 
weight and age, if sufficient to interfere 
with driving. 





No limits. 





Any chronic skin disease which renders 
the operator unfit for driving. 

Pilonidal cyst. 

Extensive scars 
function. 

Cysts or benign tumors of such a size 
and/or location as to interfere with 
driving. 

Exfoliative dermatitis. 

Pemphigus. 

Plantar warts, if severe. 


which interfere with 


Any chronic skin disease which renders 
the operator unfit for driving. 

Extensive scars which interfere with 
function. 

Cysts or benign tumors of such a size 
and/or location as to interfere with 
driving. 





driving. 
Exfoliative dermatitis. 
Pemphigus. 
Plantar warts, if severe. 
HEAD 


Deformities of the skull which are symp- 
tomatic or associated with underlying 
disease of the brain, spinal cord or peri- 
pheral nerves. 


FACE AND NECK 

Facial neuralgia, severe. 

Torticollis, or spastic contraction of the 
neck muscle, if severe. 


EYES 

Monocular vision. 

Visual acuity less than 20/40 in each eye 
corrected, 

Any severe, active, chronic or progressive 
disease of the eye. 

Marked muscle imbalance and/or astigma- 
tism. 

Marked nystagmus. 

Diplopia. 

Marked impairment of depth perception, 
glare resistance and defect in visual 
fields, 


Deformities of the skull which are symp- 
tomatic or associated with underlying 
disease of the brain, spinal cord or peri- 
pheral nerves. 

Facial neuralgia, severe. 

Torticollis, or spastic contraction of the 
neck muscle, if severe. 

Monocular vision. 

Visual acuity less than 20/40 in each eye 
corrected, 

Any severe, active, chronic or progressive 
disease of the eye. 

Marked muscle imbalance and/or astigma- 
tism. 

Marked nystagmus. 

Diplopia. 

Marked impairment of depth perception, 
glare resistance and defect in visual 
fields. 


Deformities of the skull which are symp- 
tomatic or associated with underlying 
disease of the brain, spinal cord or peri- 
pheral nerves. 





Facial neuralgia, severe. 
Torticollis, or spastic contraction of the 
neck muscle, if severe. 








Monocular vision with less than 20/40 
in the other eye. 

Visual acuity in each eye less than 20/200 
correctible to 20/40. 

Any severe active, chronic or progressive 
disease of the eye. 

Marked muscle imbalance and/or astigma- 
tism. 

Marked nystagmus. 

Diplopia. 

Marked impairment of depth perception, 
glare resistance and defect in visual 
fields. 





EARS 
Auditory acuity less than normal spoken 
voice audible each ear at 2 feet. 
Audiometric above 50 decibel loss at a 
frequency of 2000 cycles per second. 
Vestibular disturbance (vertigo). 


NOSE AND THROAT 

Irremediable deformities of mouth, nose 
and throat which interfere with feed- 
ing, speech or breathing. 

Hay fever, if severe. 

Nasal obstruction, caused by deviated sep- 
tum or hypertrophic rhinitis or other 
causes if sufficient to produce mouth 
breathing. 

Laryngeal paralysis; aphonia. 

MOUTH 

Serious disease of the jaw. 























THORACIC CAGE 

Unhealed sinuses of the chest. 

Deformities or scars which decrease cardi- 
ac cr respiratory function sufficiently to 
interfere with driving. 

Osteomyelitis or necrosis or chronic in- 
fection of bones of chest cage. 


Auditory acuity less than normal spoken 
voice audible each ear at 2 feet. 

Audiometric above 50 decibel loss at a 
frequency of 2000 cycles per second. 

Vestibular disturbance (vertigo). 


Less than normal spoken voice audible 
in one ear at 2 feet. 
Vestibular disturbance (vertigo). 





No restrictions. 





No restrictions. 





No restrictions. 


No restrictions. 





Deformities or scars which decrease cardi- 
ac or respiratory function sufficiently 
to interfere with driving. 


Deformities or scars which decrease cardi- 
ac or respiratory function sufficiently 
to interfere with driving. 
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CHART 4 — Continued 





ANSPORTATION OPERATORS 


COMMERCIAL VEHICLE OPERATORS 


CIVILIAN OPERATORS 











NGS 

‘eign body in the lung, or mediasti- 
1um causing symptoms or active in- 
lammatory reaction. 

i pleura thickening, i.e., secondary to 
,emothorax with impairment of respira- 
ory function. 

ironic bronchitis more than mild, or, if 
mild, unresponsive to therapy. 

story or evidence of active tuberculo- 


318. 

cute or chronic lung abscess. 
Myeotie condition of the lung. 
fumors of the trachea, bronchi, lungs. 
pleura or mediastinum. 

ronchial asthma. 
‘ronchiectasis. 

ulmonary fibrosis, severe. 

‘ulmonary emphysema, severe. 


Foreign body in the lung, or mediasti- 
num causing symptoms or active in- 
flammatory reaction. 

Old pleura thickening, i.e., secondary to 
hemothorax with impairment of respira- 
tory function. 

History or evidence of active tuberculo- 
sis. 

Tumors of the trachea, bronchi, lungs, 
pleura or mediastinum. 

Bronchial asthma, severe. 

Pulmonary fibrosis, severe. 

Pulmonary emphysema, severe. 


Any respiratory disease which is dis- 
abling. 





HEART AND VASCULAR SYSTEM 
History of rheumatic fever, hypertension, 
cardiovascular syphilis to be evaluated. 

History of diminished cardiac reserve. 

Congenital heart disease except for minor 
defects. 

Hypertrophy and dilation of the heart 
observed clinically and confirmed by 
fluoroscopy and x-ray examination. 

All organic valvular diseases. 

Coronary artery disease with anginal 
syndrome or myocardial infarction due 
to any cause. 

Pericarditis; myocarditis; endocarditis. 

Myocardial fibrosis or scarring. 

Aneurysm of any vessel. 

Persistent heart rate of 100 or more un- 
less in the opinion of the medical ex- 
aminer the increased rate is due to 
psychic reaction and is not secondary 
to any disease condition such as _ in- 
fection. 

Severe paroxysmal tachycardia within the 
preceding five years. 

Heart block of significant degree (a 
slight increase in P-R intervals in the 
absence of other evidence of heart dis- 
ease need not disqualify). 

Hypertension evidenced by persistent 
reading above 150/90. 

Any sericus disturbance of rhythm, e.g., 
auricular fibrillation or flutter. 
Neurocirculatory asthenia. 

Abnormalities of the peripheral vascular 
system (e.g., Raynaud’s, Buerger’s dis- 
ease, erythromelalgia, arteriosclerosis 
of leg vessels). 

Varicose veins if severe or if associated 
with edema or skin ulcers. 
Thrombophlebitis or chronic venous in- 
sufficiency resulting from thrombophle- 
bitis if there is any persistence or 
thrombus or evidence of circulatory ob- 
struction; recurrent thrombophlebitis. 
Orthostatic hypotension if marked and 
persistent. 

Carotid sinus hyper-reactivity. 

Cerebral vascular disease with or without 
paralysis. 


History of rheumatic fever, hypertension, 
cardiovascular syphilis to be evaluated. 

History of diminished cardiac reserve. 

Congenital heart disease except for minor 
defects. 

Aortic stenosis or combined valvular dis- 
ease. 

Coronary artery disease with anginal syn- 
drome, or myocardial infarction due to 
any cause. 

Aneurysm of any vessel. 

Severe paroxysmal tachycardia within 
the preceding five years. 

Heart block of significant degree 
(a slight increase in P-R intervals in 
the absence of other evidence of heart 
disease need not disqualify). 

Hypertension above 180/100. 

Any serious disturbance of rhythm, e.g. 
auricular fibrillation or flutter. 

Thrombophlebitis or chronic venous in- 
sufficiency resulting from thrombophle- 
bitis if there is a persistence of the 
thrombus or evidence of circulatory ob- 
struction; recurrent thrombophlebitis. 

Orthostatic hypotension if marked and 
persistent. 

Carotid sinus hyper-reactivity. 

Cerebrovascular disease—with or without 
paralysis. 


Severe diminished cardiac reserve. 

Congenital heart disease except for 
minor defects. 

Aortic stenosis or combined valvular dis- 
ease. 

Coronary artery disease with anginal syn- 
drome (to be evaluated). 

Aneurysm of any centrally located or 
major vessel. 

Heart block of significant degree (a 
slight increase in P-R intervals in the 
absence of other evidence of heart dis- 
ease need not disqualify). 

Hypertension above 180/100. 

Any serious disturbance of rhythm, e.g., 
auricular fibrillation or flutter. 

Orthostatic hypotension if marked and 
persistent. 

Carotid sinus hyper-reactivity. 

Cerebrovascular disease with or without 
paralysis. 








ABDOMEN AND VISCERA 

Wounds, injuries, scars or weakness of 
muscles of abdominal walls, sufficient to 
interfere with function. 

Chronic disease of the liver, spleen or 
pancreas. 

Chronic disease of stomach or intestines, 
(diverticulitis, ileitis, or colitis). 

Peptic ulcer or ulcer syndrome. 

Chronic cholecystitis with or without 
cholelithiasis. 

External or internal hemorrhoids until 
corrected if severe. 

Proctitis or prolapse of rectum. 

Fistula in ano; ischiorectal abscess. 

History of melena or hematemesis. 
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Wounds, injuries, scars or weakness of 
muscles of abdominal walls, sufficient to 
interfere with function. 

Chronic disease of the liver, spleen or 
pancreas. 

Chronic disease of stomach or intestines, 
(diverticulitis, ileitis, or colitis). 

Peptie ulcer or ulcer syndrome. 

Chronic cholecystitis with or without 
cholelithiasis. 

External or internal hemorrhoids until 
corrected if severe. 

Proctitis or prolapse of rectum. 

Fistula in ano; ischiorectal abscess. 

History of melena or hematemesis, 


History of severe gastrointestinal tract 
bleeding. 
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TRANSPORTATION OPERATORS 


ABDOMEN AND VISCERA—Continued 

Intestinal parasites unless remedied. 

History of other than 
trauma or congenital jaun- 
dice. 

Syphilis or tuberculosis of the viscera. 

Neoplasm of the viscera. 

Inguinal, femoral or symptomatic ventral 


splenectomy or 
hemolytic 


hernia. 


CHART 4 — Continued 





Intestinal parasites unless remedied. 

History of splenectomy or other than 
trauma or congenital hemolytic jaun- 
dice. 

Syphilis or tuberculosis of the viscera. 

Neoplasm of the viscera. 

Inguinal, femoral or symptomatic ventral) 
hernia. 





COMMERCIAL VEHICLE OPERATORS CIVILIAN OPERATORS 














GENITOURINARY 
Symptomatic disease of genitourinary 
tract, i.e., renal calculi, cystitis, severe, 


prostatis, uremia. 


VENEREAL DISEASE 
Cardiovascular and central 
tem—syphilis. 





nervous sys- 


Symptomatic disease of genitourinary 
tract, i.e., renal calculi, cystitis, severe, 


prostatis, uremia. 


Uremia. 





Cardiovascular and central nervous sys- 
tem—syphilis. 


Cardiovascular and central nervous sys- 
tem—syphilis. 





SPINE AND OTHER MUSCULOSKELETAL 


Any disease of bone, muscle or joint 
which interferes with function. 


Any disease of bone, muscle or joint 
-which interferes with function. 
Any symptomatic disease of bone or 


muscle, or joint. 


Any disease of bone, muscle or joint 
which interferes with function. 





Any symptomatic disease of bone or 
muscle, or joint. 

EXTREMITIES 

Any abnormality, deformity or disease 
which interferes with function. 


Muscular paralysis, contraction or atrophy 
if progressive, or of sufficient degree 
to interfere with function. 

Sears, extensive, deep or adherent of 
such a degree as to interfere with func- 
tion. 

Chronic symptomatic or progressive dis- 
ease of any joint. 

Club foot, if severe. 

Active osteomyelitis or history of same, 
except when treated successfully two 
or more years previously without sub- 
sequent recurrent or disqualifying se- 
quelae. 

Symptomatic 
arthritis. 

Plantar warts, if severe. 


osteoarthritis, rheumatoid 





ENDOCRINE AND METABOLIC 

Thyrotoxicosis. 

Thyroid enlargement with pressure symp- 
toms. 

Myxedema or cretenism. 


Gigantism or acromegaly. 
Frohlich’s syndrome, if severe. 
Hyperparathyroidism and hypoparathy- 


roidism. 
Diabetes mellitus if requiring the use of 
insulin, 
Diabetes insipidus. 
Simmond’s disease, Cushing’s 
Addison’s disease, or other 
pituitary adrenal axis. 
Hyperinsulinism. 


syndrome, 
disease of 


Any abnormality, deformity or disease 
which interferes with function. 

Muscular paralysis, contraction or atrophy 
if progressive, or of sufficient degree 
to interfere with function. 

Sears, extensive, deep or adherent of 
such a degree as to interfere with func- 
tion. 

Chronic symptomatic or progressive dis- 
ease of any joint. 

Club foot, if severe. 

Active osteomyelitis or history of same, 
except when treated successfully two 
or more years previously without sub- 
sequent recurrent or disqualifying se- 
quelae. 

Symptomatic 
arthritis. 

Plantar warts, if severe. 


osteoarthritis, rheumatoid 


deformity or disease 
with function. 


Any abnormality, 
which interferes 





Thyrotoxicosis. 

Thyroid enlargement with pressure symp- 
toms. 

Myxedema or cretenism. 

Hyperparathyroidism and hypoparathy- 
roidism. 

Diabetes mellitus if requiring the use of 
insulin, 

Diabetes insipidus. 

Simmond’s disease, Cushing’s 
Addison’s disease, or other 
pituitary adrenal axis. 

Hyperineulinism. 


syndrome, 
disease of 


Thyrotoxicosis. 

Myxedema or cretenism. 

Diabetes mellitus uncontrolled with 
sulin. 

Hyperinsulinism. 


in- 





BLOOD AND BLOOD-FORMING ORGANS 


Any severe anemia (pernicious anemia, 
aplastic anemia, splenic anemia, sickle- 
cell anemia). 

Thrombocytopenic or other non-traumatic 
purpura. 

Polycythemia vera. 

Leukemia. 

Hodgkin’s disease. 

Lymphosarcoma. 

Hemophilia, or any bleeding tendency. 


Any condition which might lead to sudden 
bleeding and syncope. 


Any condition which might lead to sudden 
bleeding and syncope. 





PSYCHIATRIC DISORDERS 

Psychosis. 

Moderate severe chronic psychoneurosis. 

Severe transient psychoneurosis (situa- 
tional). 

Marked degree of character, behavior or 
personality disorder which has _ pre- 
vented good adjustment with particular 
reference to any antisocial tendencies, 
overt homosexuality, chronic alcoholism, 
or drug addiction. 

Marked mental deficiency. 

Perversion. 


Psychosis. 

Moderate severe chronic psychoneurosis. 

Severe transient psychoneurosis (situa- 
tional). 

Marked degree of character, behavior or 
personality disorder which has_ pre- 
vented good adjustment with particular 
reference to any antisocial tendencies, 
overt homosexuality, chronic alcoholism, 
or drug addiction. 

Marked mental deficiency. 

Perversion. 


Psychosis. 

Moderate severe chronic psychoneurosis. 

Severe transient psychoneurosis (situa- 
tional). 

Marked degree of character, behavior or 
personality disorder which has _ pre- 
vented good adjustment with particular 
reference to any antisocial tendencies, 
overt homosexuality, chronic alcoholism, 
or drug addiction. 

Marked mental deficiency. 

Perversion. 
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"CHART 4 — Continued — 


COMMERCIAL VEHICLE OPERATORS 


CIVILIAN OPERATORS 








t:ANSPORTATION OPERATORS 





SUROLOGICAL DISORDERS 

urosyphilis of any form (general pare- Neurosyphilis of any form (general pare- Neurosyphilis of any form (general pare- 
sis, tabes dorsalis, meningovascular sis, tabes dorsalis, meningovascular sis, tabes dorsalis, meningovascular 
syphilis). syphilis). 


syphilis). 
Degenerative disorders (multiple sclerosis, Degenerative disorders (multiple sclerosis, 


generative disorders (multiple sclerosis, 





encephalomyelitis, cerebellar and Fried- 
reich’s ataxia, athetoses, Huntington’s 
chorea. cerebral arteriosclerosis, mus- 
cular atrophies, and dystrophies of any 


encephalomyelitis, cerebellar and Fried- 
reich’s ataxia, athetoses, Huntington’s 
chorea, cerebral arteriosclerosis, mus- 
cular atrophies, and dystrophies of any 


encephalomyelitis, cerebellar and Fried- 
reich’s ataxia, athetoses, Huntington's 
chorea, cerebral arteriosclerosis, mus- 
cular atrophies, and dystrophies of any 


type). type). 
siduals of infection (meningitis and 
abscesses, paralysis agitans, postence- 
phalitic Sydenham’s 
chorea). 

’eripheral nerve disorder (chronic or 
recurrent neuritis or neuralgia of an 
intensity which is periodically incapa- 
citating, i.e., polyneuritis or neuro- 
fibromatosis). 

Residuals of trauma (incapacitating resi- 
duals of concussion or cerebral trauma, 
post-traumatic cerebral syndrome, in- 
capacitating injuries to peripheral 
nerves). 

Paroxysmal convulsive disorders and dis- 
turbances of consciousness (grand mal, 
petit mal, psychomotor attacks and 
narcolepsy). 

Miscellaneous disorders (spasmodic torti- 


phalitie 
chorea). 
Peripheral nerve 


syndromes, 


fibromatosis ). 


capacitating 
nerves). 


narcolepsy ). 


collis, brain and spinal cord tumors collis, brain and 
operated and unoperated, cerebrovas- 
cular disease, congenital malformations, 
including spina bifida if associated with 
neurological manifestations, meningo- 
cele even if uncomplicated, and Meni- 


operated and unoperated, cerebrovas- 
cular disease, congenital malformations, 
including spina bifida if associated with 
neurological manifestations, meningo- 
cele even if uncomplicated, and Meni- 


ere’s disease). ere’s disease). 





Comment 

HE SOLUTION of the complex problem of motor 

vehicle accident prevention requires the com- 
bined efforts of many groups. 

The improvement and maintenance of the road 
are the responsibility of the highway engineer. 

Improvement in the design of the motor vehicle, 
stressing safety factors, is the responsibility of 
the automotive engineer. 

Control of the driver and a better understand- 
ing of the human factors in accident causation 
are the responsibility of the physician. 

It is essential that the public and professional 
groups be educated as to their responsibilities 
through all educational media. 

The medical profession has started its educa- 
tional program through meetings and the forma- 
tion of committees to study this problem. 

In October, 1954, the Industrial Medical As- 
sociation appointed a committee to establish phys- 
ical and mental standards for motor vehicle opera- 
tors in an effort to prevent accidents. 

In May, 1955, a conference on the Medical As- 
pects of Motor Vehicle Accident prevention was 
held in Montreal.® 

In May, 1956, the New York University-Belle- 
vue Medical Center, in cooperation with the Cen- 
ter for Safety Education sponsored a Symposium 
on the Medical Aspects of Motor Vehicle Acci- 
dent Prevention. Attending this Symposium were 
authorities in medicine, engineering, public 
health, the judiciary, the safety agencies, the In- 
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Residuals of infection (meningitis and 
abscesses, paralysis agitans, postence- 
syndromes, 


disorder (chronic or 
recurrent neuritis or neuralgia of an 
intensity which is periodically incapa- 
citating, i.e., polyneuritis or neuro- 


Residuals of trauma (incapacitating resi- 
duals of concussion or cerebral trauma, 
post-traumatic cerebral syndrome, in- 

injuries to peripheral 

Paroxysmal convulsive disorders and dis- 
turbances of consciousness (grand mal. 


petit mal, psychomotor attacks and 


Miscellaneous disorders (spasmodic torti- 
spinal cord tumors collis, brain and spinal cord tumors 


type). 

Residuals of infection (meningitis and 
abscesses, paralysis agitans, postence- 
phalitic syndromes, Sydenham's 
chorea). 

Peripheral nerve disorder (chronic o1 
recurrent neuritis or neuralgia of an 
intensity which is periodically incapa- 
citating, i.e., polyneuritis or neuro- 
fibromatosis). 

Residuals of trauma (incapacitating resi- 
duals of concussion or cerebral trauma, 
post-traumatic cerebral syndrome, in- 
capacitating injuries to peripheral 
nerves). 

Paroxysmal convulsive disorders and dis- 
turbances of consciousness (grand mal, 
petit mal, psychomotor attacks and 
narcolepsy). 

Miscellaneous disorders (spasmodic torti- 


Sydenham’s 


operated and unoperated, cerebrovas- 
cular disease, congenital malformations, 
including spina bifida if associated with 
neurological manifestations, meningo- 
cele even if uncomplicated, and Meni- 
ere’s disease). 





terstate Commerce Commission, and the Motor 
Vehicle Licensing Bureaus. The proceedings of 
this Symposium have been published.® 

In 1956, the American Medical Association 
appointed a “Committee on Medical Aspects of 
Automobile Injuries and Deaths.” The purpose 
of this Committee is to develop standards for ve- 
hicle operators, to aid in establishing research 
projects, and to educate the laity and physicians 
as to their importance in the prevention of motor 
vehicle accidents. 

The Medical Societv of the State of New York 
is cooperating with the Department of Health 
and the New York State Motor Vehicle Bureau in 
creating standards for motor vehicle operators 
and establishing a research center for study. 

Carefully controlled research is necessary to 
determine the relationship between specific patho- 
logical processes and motor vehicle accidents. Re- 
search of this nature may require many years be- 
fore definitive results can be obtained. In the 
meantime, it is essential that temporary or in- 
terim medical standards for motor vehicle opera- 
tors be established. These criteria should be re- 
vised as data are obtained. 


Summary 
LIST of interim recommendations for medical 
qualifications for motor vehicle drivers has 
been presented. 
The need for continued research and education 
in this field of public health has been emphasized. 
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M.A.C. for Styrene 


HE M.A.C. for styrene is set at 200 parts of vapor per million parts of air, by 

volume. Analysis of air samples revealed concentrations of styrene from 200 ppm 
to over 700 ppm, depending on the operation. Mixing of resin and catalyst was found 
to give the highest vapor concentration, while the application of plastic to fiber glass 
gave the next highest concentration. From here the concentrations decreased with 
time as the unit approached complete cure. Several methods of controlling vapors 
were considered. All would have involved a large capital outlay for duct systems, blowers, 
and booths to reduce the concentration of styrene vapors in the workroom. Conferences 
were held with manufacturing company’s management, as well as with the company 
involved in the sale of the polyester resin. An experiment conducted by the distributor 
indicated that the total loss of styrene during the curing process at room temperatures 
of 76 degrees Fahrenheit was equivalent to five grams per square foot of surface 
area. Inasmuch as the curing operation involved one hour, it can be stated that this 
was the rate per hour, five grams per square foot, (5gm/sq. ft./hr.). Fortified with 
this information, we decided that dilution ventilation would be a more practical 
method of control than a costly local exhaust system. Dilution ventilation was pro- 
vided by stand fans placed so as to direct the vapors away from the breathing zone 
of the workers. This was supplemented by exhaust fans in the ceiling as well as an 
exhaust spray booth at one end of the room. The lower explosive limit of styrene is 
set at 11,000 ppm, which is a less critical value than the Maximum Allowable Con- 
centration of 200 ppm. By maintaining the vapor level within the M.A.C. limit, the 
explosive hazard is automatically controlled, provided the ventilation system is pro- 
tected against electrical ignition. From our study we learned that the plastic operation, 
from a dermatological standpoint, caused much more trouble among fair skinned 
individuals. Styrene tends to degrease the skin, resulting in inflammation and cracking 
of the exposed areas. This condition is aggravated by the practice of using acetone to 
clean the plastic from the skin. (Soap and water have no effect on the plastic so a 
cleansing solvent is necessary.) Protective gloves in application work are a hindrance 
in handling plastics as the fingers tend to stick together and make smoothing out of 
the saturated fiber glass over the mold difficult. Workers expressed reluctance toward 
wearing any protection that interfered with their work. Several workers described 
an illness which they termed “styrene sickness.” This included symptoms of nausea 
with accompanying vomiting, loss of appetite and general weakness. According to 
the employees, the duration of symptoms was only a few hours. 

—From “An Industrial Hygiene Problem in the Plastics Field’? by JAcK C. RoGers and Cassius C. 


Hooper, in Industrial Health Review, 
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Toluene-2, 4.-Diisocyanate 


—CLINICAL FEATURES 


RUTHERFORD T. JOHNSTONE, M.D., Los Angeles 


y JP TO THIS time, so far as the author knows, 

there have been no reports in the American 
medical literature concerning the effect on hu- 
mans following exposure to toluene-2, 4-diisocya- 
nate (TDI).* Zapp,! at Haskell Laboratory, and 
Hodges,? at the University of Rochester Medical 
School, have unpublished data on animal experi- 
mentation. Likewise, there exists an occasional 
article in the foreign literature.®:+:5.5,7,8 

Until about 1938, the classic method of produc- 
ing plastics was by condensation and polymeriza- 
tion, resulting in low molecular products. In 1938. 

sayer,? and his workers at Leverkusen, evolved 
the “diisocyanate polyaddition process,” in which 
they obtained homogeneous, porous, highly elastic 
products of high molecular weight. Di-, or polyiso- 
cyanates, combined with polyesters in the pres- 
ence of catalysts, produce the polyurethanes. 
Various types of products are obtained by alter- 
ing the polyesters. 

The particular procedure with which the writer 
is most familiar is one utilized by two plastic 
manufacturers in the Los Angeles area. The prod- 
uct is a gas-expanded foamed one, i.e., a thermo- 
setting, cellular material obtained by chemical 
reaction of polyisocyanates and resinous poly- 
mers. 

Upon mixture of the components two basic 
reactions take place: (1) copolymerization of 
resin and isocyanates, and (2) a gassing reaction 
which produces carbon dioxide. Formation of the 
carbon dioxide expands the reacting mass and, as 
the resin sets, the gas remains trapped and re- 
tained in the multiple cells it has created within 
the expanded body of the plastic. The process is 
similar to baking a cake in which baking soda is 
incorporated in the cake mix and, after being 
heated, liberates the gas which expands the mix 
into a cellular mass. 

From two unrelated companies, 17 persons have 
been studied who were affected in varying de- 
grees by TDI. It is not the intention to recite each 
case history, but rather to detail the outstanding 
feature of this rather unusual clinical entity. The 
ages varied from 21 years to 64 years. All indi- 





*This article was prepared before the publication of ‘‘Asthmat- 
ic Syndrome Following Exposure to Tolylene Diisocyanate” by 
JoHN W. Woopsury, M.D., in the November, 1956, issue of 
Industrial Medicine and Surgery. 
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viduals were male except one. The first case was 
in November, 1953. 

G. F., age 21 years, stated that, “I started to 
work for this company 10 days ago. The first 
week I was assigned to a job outside the area 
where they were using this stuff, but occasionally 
I had to pass through that room. I developed a 
slight cough and my throat hurt. I first thought I 
had a cold, but Monday I was put on a job helping 
one of the order fillers. I seemed all right until 
that night when I awoke with a terrible pain in 
my chest. I felt as if something was squeezing 
me. I got short of breath and by morning I had a 
severe cough. I sounded like my uncle who has 
asthma.” Patient was referred to the writer three 
days after the acute episode, at which time his 
chest was clear and x-rays of the lungs negative. 

G. McG., age 51, stated, “I am a maintenance 
foreman and am not directly exposed to TDI. 
About a month ago I entered this area and no- 
ticed my eyes and nose smarting. Four or five 
hours later my chest got tight, but by the next 
morning I felt all right. Two days ago I was in 
with the TDI for about one hour. I choked up 
and that night had to fight for my breath. I feel 
all right now.” The chest was negative clinically 
and by x-ray. 

V.S., a chemist, age 64, had his first attack in 
April, 1955, at which time he was so short of 
breath he was hospitalized and treated by his 
family doctor for bronchial asthma. He alleges 
he obtained relief from “Tedral” and intermit- 
tent positive pressure. Although he now avoids 
exposure to TDI as often as possible, he must, on 
occasions, be exposed. Each time he gets a mild 
attack simulating asthma. When the attacks oc- 
cur he immediately goes home and treats himself 
with intermittent positive pressure. Examination 
revealed scattered musical rales, and the x-rays 
disclosed moderate emphysema. In the writer’s 
opinion this man had bronchial asthma with em- 
physema prior to his initial exposure to TDI. 

D. F., age 31, stated, “This is something that 
has been building up in me for at least a month. 
On Friday I noticed I had a headache, had trouble 
breathing, and was coughing. My nose was run- 
ning like a river.” The patient was seen three 
days later at which time the nasal mucosa was 
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congested, and an occasional moist rale was heard. 
The x-rays were negative. 

P.G., age 25, stated, “I have only worked there 
three days. After getting home the third day, I 
could not get my breath. I started coughing and 
my chest felt sore. Next morning it was so sore I 
could hardly move. I thought I had busted a rib.” 
This patient was seen one week after his attack, 
at which time all findings were normal. 


HE conclusion reached by Zapp! from studies 

on rats, guinea pigs, rabbits, and dogs is that 
“the acute toxicity of toluene-2, 4-diisocyanate is 
not high, but it is a rather powerful irritant to 
the eyes, skin, gastrointestinal tract (by inges- 
tion), and respiratory tract.” 

In our series of cases no complaints of skin ir- 
ritations were made. When questioned about eye 
or nose irritation, the majority stated that they 
noted this only when they were “right over the 
stuff.” 

Of the 17 cases studied by us, four quit their 
jobs, eight have had recurrent attacks, and five 
have had no recurrence—which is attributed to 
improved preventive measures. To date, no study 
has been made of the incidence of exposure 
without reaction. 

The foreign literature intimates that those af- 
fected by TDI have reacted after some weeks or 
months of exposure. In our series there were four 
workers who reacted after an interval of from 
one day to five days, and the majority noted their 
symptoms some hours after leaving work. 

The treatment is symptomatic. It appears that 
antispasmodic drugs are helpful during the acute 
phase. Withdrawal from exposure soon brings 
about cessation of symptoms. No chronic effects 
demanding treatment have been noted, although 
this series of cases has not been followed for a 
sufficient length of time to draw conclusions. The 
work of Swensson, Holmquist and Lundgren‘ in- 
dicates that in all their cases “the symptoms 


manifested receded in a short time after cessation 
of exposure.” 


Summary and Conclusions 
F THE 17 workers examined, all showed nega- 
tive x-rays of the lungs except one whose em- 
physema was believed to be unrelated to exposure 
to TDI. The blood counts were normal except in 
two whose hemoglobin and red blood cell count 
were increased. Of the 17, eight patients had 
eosinophilia ranging from two to eight. Liver 
function studies were done on five workers. These 
were normal and the procedure was not continued. 
Urine analysis was normal] for all. 

Toluene-2, 4-diisocyanate is a strong irritant 
to the mucous membranes and respiratory tract. 
The severe cases are characterized by a sensation 
of constriction of the chest, cough, and dyspnea. 
Not all cases reveal rales on auscultation. X-ray 
findings in this series revealed no pneumonitis or 
pulmonary edema. While there are _ evident 
bronchospasms present, this writer would hesi- 
tate as yet to classify this reaction as bronchial 
asthma. From his work with animals, Zapp sug- 
gests that the MAC for humans should be tenta- 
tively set not to exceed 0.1 ppm for an eight-hour 
exposure. 

(520 West 7th Street.) 
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Food for Executives 


MAN could do worse than be a rabbit. At least he could go along with rabbits on 
their food. Dr. Aurelia Potor, speaking to the American Society of Association 
Executives, told of a wife whose husband would not eat vegetables because they were 
“rabbit food.” “Tell him,” said Dr. Potor, “that middle-aged rabbits don’t have a 
paunch, do have their own teeth, and haven’t lost their romantic appeal.” Executives 


should eat a protein-rich diet, Dr. 


Potor added, avoiding fat. Frequent and short 


vacations are better than one long one, and a daily nap is an excellent habit. Too 
many business men still eat like truckdrivers, without doing a truckdriver’s physical 
work. Then they wonder why they get fat and don’t feel well. 

—From Fairmont (West Virginia) Times, October 13, 1956. 
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Health Education Programs 


in Massachusetts Industries 


MARJORIE jn Se YOUNG, Dr. P.H., Instructor in Health Education 
Harvard University School of Public Health, Boston 


“J7HE GENERAL objective of this research project 

was to study the existing health education 
programs of a representative sample of Massa- 
chusetts industries with a view toward defining 
both the present status of health education in this 
area and some of the factors that seem to impede 
or facilitate the development and effective opera- 
tion of health education techniques and programs. 

Data were obtained chiefly through open-ended 
interviewing and direct observation of in-plant 
situations. Three types of respondents provided 
the data: industrial management personnel such 
as personnel managers, nurses, safety engineers, 
office managers, et al; union representatives, both 
local and regional, from the unions operative in 
the sample plants; and staff members of com- 
munity health agencies, state and local, voluntary 
and official. A total of 83 interviewees were in- 
cluded in the study, of which 38 were from in- 
dustry, 16 from unions, and 29 from health 
agencies. 

Status data relevant to the 25 sample plants 
indicate that, in type and quantity of in-plant and 
out-plant medical and related services, they seem 
to be representative of plants of similar size de- 
scribed and discussed in the standard industrial 
health literature. In-plant, part-time physician 
services were available in 16% of the sample; 
full-time nursing service in 20%; required pre- 
employment examinations in 56°. ; periodic chest 
X-ray programs in 72%; first aid room or clinic 
in 60%; company-paid medical care programs 
for workers in 84%; and company-paid medical 
care programs for families of workers in 40%. 

Opportunities for person-to-person health coun- 
seling were not available to the majority of 
workers in the sample plants. The limited amount 
of personal health counseling that was done was 
carried out by plant nurses and was related in 
major part, to industrially induced illness, infec- 
tion, and injury. 

Although no active health committees as such 
were present in the sample plants, there were a 
number of well-organized, joint management- 
worker committees actively participating in im- 


Summary of Doctoral Dissertation, which dissertation is: avail- 
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provement of in-plant working environments. 
These committees were not being utilized as 
vehicles for general health promotion nor did 
management regard this as a legitimate function 
or desirable extension of the committee’s present 
operation. However, there was unanimous ac- 
ceptance of responsibility on the part of manage- 
ment for all health problems directly related to 
in-plant industrial processes and hazards. Insur- 
ance company sponsorship and regular participa- 
tion in the work of the safety committees were 
major factors in their success. 

Group education techniques were conspicuous 
by their absence. Lack of interest in these proce- 
dures and negative attitudes toward them seem 
{o be related principally to factors affecting pro- 
duction and over-all plant organization and opera- 
tion. The techniques and media most commonly 
used by the sample plants were posters, pam- 
phlets, personal counseling, film showings, and 
payroll inserts, in decreasing order of frequency. 

Opinion data regarding the use of specific tech- 
niques and media were analyzed according to the 
urgency-tone methods developed by Roethlis- 
berger and Dickson. This analysis revealed that 
management response to in-plant group meetings, 
payroll inserts, and film programs, and union re- 
sponse to compulsory periodic physical examina- 
tions fell in the unfavorable end of the range; 
management response to use of pamphlets and 
union response to pre-employment physical ex- 
aminations fell in the lower end of the neutral 
range; and management response to posters and 
union response to chest x-ray programs and to 
in-plant clinics fell in the favorable side of the 
range. 

The data disclosed several weaknesses in the 
use of health education media in industry, name- 
ly, they are not geared to workers’ interests and 
goals; they lack appeal and timeliness; they have 
not been evaluated objectively ; nor have the users 
been involved in their preparation or selection. 


Major Observations 

TH MOST obvious conclusion that can be drawn 
from the study is that in-plant health educa- 

tion activities of the kinds currently promul- 
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gated by community agencies have low interest 
and appeal to both management and union per- 
sonnel. 

Health education activities related to specific 
industrial hazards were readily accepted by man- 
agement, but these were not the kinds of activi- 
ties proffered by the community agencies in con- 
tact with the sample plants. 

The presence of full-time, in-plant nursing 
service facilitated health education activities re- 
lated to industrially induced injuries and infec- 
tions but not necessarily to general in-plant 
health education programs. 

Health education activities that were an in- 
tegral part of some type of medical or preventive 
service, such as a chest x-ray, were more readily 
accepted than those of a more general nature; 
the service was the desired element, which fa- 
cilitated entree of the associated health education 
activities. 

The chief barriers indentified by agency, union, 
and management personnel can be grouped into 
six major categories: (1) time factors; (2) 
worker attitudes; (3) agency attitudes, organiza- 
tion, and administration; (4) management atti- 
tudes; (5) materials and methods; and (6) the 
plant and its operation. Management interviewees 
ranked these in the order given above. Union re- 
spondents ranked them in essentially the same 
order, the only difference being that management 
and agency attitudes were in reverse order to 
that given above. This close agreement in cor- 
respondence indicates that management and 
union perceptions about the major types of prob- 
lems attendant upon the development and opera- 
tion of in-plant health education programs are 
practically identical. 

Agency responses were somewhat at variance 
with those of union and management so far as 
rank order is concerned. However, the differences 
in rank order between agency responses and those 
of union and management are not great if one 
takes into account the fact that agency personnel 
communicate directly with management and not 
with workers and therefore would identify bar- 
riers associated with management attitudes more 
frequently than those associated with worker at- 
titudes. 

Furthermore, since a large number of the 
agency interviewees were professionally trained 
health workers with wide experience in the field 
of health education, it was to be expected that 
they would be more self-analytical about the 
problems of in-plant health education programs. 
This self-introspection accounts for the first place 
rank accorded to “agency attitudes, organization, 
and administration” by the agency workers 
themselves. 

Health education media and methods that re- 
quire little time, effort, space, and minimal inter- 
ruption of plant organization and routines (e.g., 
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pamphlets and posters) were utilized more fre- 
quently than media and methods requiring in- 
plant time, space, and changes in routine (e.g., 
films and group discussions). 

The lack of worker interest in general health 
problems was perceived to be a major barrier to 
in-plant health education by all three respondent 
groups. Since this has been a widely recognized 
psychological fact for many years, it seems illogi- 
cal for the professional members of health agency 
staffs to attempt to superimpose their activities 
upon industrial groups without first assessing 
plant health needs and worker interests, values, 
backgrounds, and goals. 

There was no objectively planned evaluation of 
the health education activities carried on in 
plants under the sponsorship of health agencies. 
To evaluate the effectiveness of such programs, 
goals must be clearly defined in advance and ob- 
jective criteria must be established in order to 
determine whether the goals have been achieved. 
Agencies did not formulate either definitive goals 
or evaluative criteria, but rather proceeded large- 
ly on the basis that the larger the number of 
plants involved and the greater the quantity of 
materials distributed, the better the agency pro- 
gram. 

Although many authorities have advocated the 
development of in-plant general health education 
programs, a considerable number of agency, man- 
agement, and union personnel doubted the advisa- 
bility of this approach. There was considerable 
agreement among the interviewees from all three 
of the respondent groups that the in-plant en- 
vironment is not conducive, physically or psycho- 
logically, to effective health education, and that 
general health education programs could be fo- 
cused to much better advantage on out-plant 
community captive groups. 

One of the most urgent needs revealed by the 
study is for interagency coordination and co- 
operation in the development of industrial health 
education programs so that all plant requests and 
activities can be channeled through one individual 
instead of through many individuals in a variety 
of agencies. 

There is a need, too, for the development of 
supplementary and complementary action pro- 
grams in health education starting with different 
goals and purposes. One such project could be 
set up to concentrate community health agency ef- 
forts on one or two plants interested in developing 
a long-range general health education program. 
All materials and procedures would be developed 
in the course of program progress and would be 
related to plant and worker health needs, inter- 
ests, values, and goals. A series of such projects 
in different geographic locations, in different 
types of community settings (urban and rural), 
and in a variety of industries would provide 
much-needed information on procedural problems 
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re- 3 well as on industry-community relationships. is important to know where effort can be used to 
in- Another related project that could yield valu- maximum advantage, and, at present, there are 
g., ble data is one in which community health no objective data to substantiate the opinions of 
gencies would develop a coordinated approach to the proponents of either type of approach (in- 
th ommunity health education in an effort to reach plant or community). Until the results of such 
tc ‘orkers and their families through out-plant suggested studies are available, the value of in- 
nt aptive groups and individual contacts rather plant industrial health education programs will 
ed han through in-plant health education programs. continue to be a moot subject, about which many 
rj f proper controls and baselines are set up, it opinions will be constantly verbalized by many 
cy vould then be possible to compare the in-plant types of professional and industrial workers, but 
es ype of coordinated effort with the out-plant com- about which little objective information will be 
1g nunity effort and to ascertain the relative ad- available on which to base realistic, functional 
25, vantages and disadvantages of each. With the action programs. 
existing shortage of trained health personnel, it (55 Shattuck Street.) 
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4 B’ NO MEANS enough industrial physicians are aware of the bigness of their op- 
* portunity. This complaint comes from management. There is a rapidly-growing 
wa tendency among those who guide the destinies of big companies to want their Medical 
; Directors to sit at the table of the mighty and assume a larger share in the over-all 
a affairs of the industry. Many physicians are afraid of this — afraid that it might 
a compromise the strictness of their impartiality between management and worker. 
it Other physicians feel that they ought to be physicians — and nothing else; that 
ia participation in the councils of management would be a departure from the intent 
it and purpose of their educational and professional background. The fact is that 
management doesn’t want partisanship, but does want statesmanship. As Dr. M. N. 
e Newquist has often said, management wants -—- and management needs — education, 
Ne guidance, counseling — all these in keeping with the requirements of the industry. 
h The industrial physician who fulfills this need is not less the physician. On the 
d contrary, he is more. When one thinks about it, the aggregate number of his patients— 
] within the scope of his industrial practice — is the total number of the employees 
; plus one. That extra one is the company itself. In the words of the poet, “the present 
y object makes probation.” Our field has many doctors who are as freely at home in 
the higher echelons as in the lower — who “walk with kings nor lose the common 
f touch.” They are industrial medical statesmen. Yet who would dare to say they are 
> | less than distinguished physicians? 
t —From an Address by E. S. Jones, M.D., President, INDUSTRIAL MEDICAL ASSOCIATION, at the Second 
e j Symposium on Industrial Medicine and Toxicology, University of Miami School of Medicine, Coral 
. Gables, Florida, December 15, 1956. 
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The British Association 
of Industrial Medical Officers 


Twenty-First +buniversary Meeting 


SEPTEMBER 24-28, 1956 
LONDON 


HE WAYs of physicians in the British Isles in 

going about their major assemblies are im- 
pressive. When the occasion calls for dignity, 
rites, and the ceremonial, the British are past 
masters. The Twenty-First Anniversary Meet- 
ing of the Association of Industrial Medical 
Officers was no exception. Under Dr. R. S. F. 
Schilling, the President of the Association, this 
meeting was inaugurated by the reading with 
solemnity of the Association’s letter to the Queen 
acquainting her with the fact of the proposed 
meeting, the purposes of the meeting and the 
Association, and accentuating the utter loyalty 
and devotion to Her Majesty. This was followed 
by the reading of the gracious response of the 
Queen, taking note of the fact of the meeting and 
giving her blessing to its laudable objectives. 

Not immediately, but on the first evening, there 
was another ceremonial of high appeal. This was 
the investiture of President Schilling with the 
Association Jewel. In the majority of organiza- 
tions of importance in England, and notably the 
scientific ones, a Jewel, or, as we might say, a 
highly ornate medallion, is handed down from 
President to President as the symbol of the presi- 
dential office. The Jewel 
is to the Association 
what the Crown is to 
the realm. Not until 
this year had the Asso- 
ciation of Industrial 
Medical Officers a Jew- 
el. Every association, 
to merit the possession 
of a presidential Jewel, 
must have attained to 
stability, to have ac- 
quired some tradition. 
That time had come in 
the life of this Associa- 
tion, and there was the 
resplendent Jewel to be 
placed around the neck 
of a distinguished 
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Presentation of Presidential Jewel to R. S. F. Schilling 
by Sir William Jameson. 


President. This medallion had as its center a por- 
trait of Thackrah, the progenitor of industrial 
medicine in the British Isles (1795-1832). On 
every subsequent occasion of importance dur- 
ing the Anniversary Meeting, the President ap- 
peared adorned with this badge of high office. 

Always in the British Isles monumental scien- 
tific meetings joyously are built around one or 
more members of the aristocracy or the royalty. 
That is part of the tradition. The Anniversary 
Meeting in a measure was built around the Earl 
of Verulam. This gentleman by no means served 
only as a symbol of the high estate and dignity of 
the occasion. He, himself not a physician, knows 
more about occupational health and the needs for 
it in British industry and the world’s industry 
than the majority of physicians there present. In 
a measure, he is Britain’s industrial medical am- 
bassador to industry itself. 

Day by day, for five days, the scientific pro- 
gram continued, interspersed with outstanding 
social occasions, climaxed by the formal dinner 
staged in the grand manner at the Royal College 
of Surgeons banquet hall on Thursday, the next 
to the last day of the meeting week. 

The names of speak- 
ers making the major 
scientific contributions 
and the titles thereof, 
are now indicated: 

“The Health Prob- 
lems of the Older 
Worker — A Study in 
Swedish Industry” — 
Professor Sven Forss- 
man, M.D., Medical Ad- 
viser to the Swedish 
Employers’ Confedera- 
tion; President of the 
Permanent Interna- 
tional Commission on 
Industrial Medicine. 

“Assessing the 
Health of the Industri- 
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President Schilling opens the first session. 


al Worker” (MacKenzie Industrial Health Lec- 
ture) — R. S. F. Schilling, M.D., M.R.C.P., 
D.P.H., D.I.H.; Reader in Occupational Health, 
University of London; Editor, British Journal of 
Industrial Medicine. 

“Research in Occupational Health” -—— The Earl 
of Verulam, M.A., F.I.I1.A., Comp. I.E.E., J.P., 
Chairman, Enfield Rolling Mills, Ltd.; Sir Harold 
Himsworth, K.C.B., M.D., F.R.C.P., F.R.S., 
Secretary, Medical Research Council; and Sir 
Alfred Roberts, C.B.E., M.A., J.P., Past-Presi- 
dent, Trades Union Congress. 

“The Impact on Medicine and Industry of the 
Use of Atomic Energy” — E. Katharine Wil- 
liams, B.Sc., M.B., B.Ch., M.R.C.P., D.I.H., Re- 
search Group Medical Officer, Atomic Energy Re- 
search Establishment. 

“Weight Handling” — Robert J. McD. Max- 
well, F.F.Ph., M.S.R., Senior Physiotherapist, 
Ardeer Factory, I.C.I. Ltd., Stevenson, Ayrshire. 

“The Place of Occupational Medicine in a 
Teaching Hospital” (John C. Bridge Memorial 
Lecture) — Professor R. E. Lane, M.D., M.Sc., 
F.R.C.P., Nuffield Professor of Occupational 
Health in the University of Manchester; Past- 
President and Founder Member of the Associa- 
tion. 

“Mental Health in Industry” — R. F. Tredgold, 
M.D., D.P.M., Physician, Department of Psycho- 
logical Medicine, University College Hospital; A. 
Heron, M.Sc., Ph.D., Deputy Director, M.R.C., 
Group for Research on Occupational Aspects of 
Aging, University of Liverpool; and Elliott 
Jaques, M.A., M.D., Ph.D., Social Science Con- 
sultant, Glacier Metal Co., Ltd. 


‘THE PHYSICAL appurtenances and arrangements 

for the convenience and comfort of visitors 
were superb. Chiefly these are to the credit of 
the energetic P. A. B. Raffle, M.D., D.P.H., D.I.H., 
Chairman of the Anniversary Meeting Commit- 
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tee, and his charming and equal- 
ly tireless wife. Nothing was left 
undone, and particularly out- 
standing courtesies were ex- 
tended to visitors from other 
countries, the names of those 
from the United States being: 
Doctors L. Arling, Minneapolis, 
Minnesota; H. Ehrlich, Mount 
Vernon, New York; D. A. Irwin, 
Pittsburgh; C. P. McCord, Ann 
Arbor, Michigan; P. Nash, Pasa- 
dena, California; T. L. Parry, 
Akron, Ohio; A. F. Serbin, Hart- 
ford, Connecticut; R. Shanks, 
Noblesville, Indiana; W. T. Tan- 
nenbaum, Chicago; and C. W. 
Thompson, Pasadena, California. 

Dr. Raffle’s duties ranged from 
the housing of visiting physi- 
cians and their families at Canterbury Hall and 
otherwise, to the feeding of many hungry mouths 
at noontime, and the arrangements for excellent 
transportation — and endlessly on. There were 
no errors. 


N BRITAIN, there are some 1500 industrial phy- 
sicians. About 850 are members of the Asso- 
ciation of Industrial Medical Officers and of that 
number, about 300 participated in the scientific 
activities. Among other notable physicians or 
officials of the British Isles in attendance were: 
A. J. Amor, C.B.E., M.D.; 
W. Blood, O.B.E., M.R.C.S., L.R.C.P., D.I1.H.; 
E. Browning, M.D.; 
J. F. Eustace, M.D.; 
M. W. Goldblatt, C.B.E., M.D., Ph.D., M.R.C.P., 
PEELE: 
J. C. Graham, M.R.C.S., L.R.C.P., D.1.H.; 
G. E. Graves Peirce; 
A. H. Hall, O.B.E., M.D.; 
S. A. Henry, M.A., M.D., D.P.H., F.R.C.P., 
F.R.C.S., D.T.M.; 
Sir William Jameson, G.B.E., K.C.B., M.A., 
M:D., F.R.C.P.; 
G. E. Keatinge; 
T. M. Ling; 
The Rt. Hon. Iain MacLeod, M.P.; 
A. I. G. McLaughlin, M.B., Ch.M., F.R.C.P.; 
A. Meiklejohn, M.D., M.R.C.P.; 
J. A. A. Mekelburg, M.R.C.S., L.R.C.P.; 
E. R. A. Merewether, C.B.E., O.St.J., M.D., 
F-.R.C.P.,. D.1.H., F.R.S.Ea.; 
J. N. Morris, M.A., M.R.C.P., D.P.H., J.P: 
L. G. Norman, M.D., B.Sc., M.R.C.P., D.P.H.; 
J. J. O’Dwyer, C.B.E., B.A., M.B., B.Ch., 
DPE; 
W.N. Pickles; 
J. A. Scott, O.B.E.; 
R. A. G. Smith; 
D. Stewart, M.D., F.R.C.P.; 
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T. E. A. Stowel, C.B.E., M.D., F.R.C.S.; 
D. R. Thompson, M.R.C.S., L.R.C.P., D.I.H.; 


H. Wyers, M.A., M.D., D.I.H. 


DURING this meeting, with an appraising eye 

looking for comparisons with somewhat 
similar meetings in the United States, much was 
found that attracted attention. Oftentimes, these 
comparisons ended up with the balance of favor 
with the overseas land. A striking similarity was 
encountered in the difficulties that beset the 
British Isles and the Americas. There, as here, 
concern is directed to the lack of facilities for 
education in occupational health, the shortcom- 
ings of mental health services in industry, the un- 
certainties of the impact of atomic energy, the 
deficiency in research in occupational health, the 
health problems of the aging worker. Visitors 
from America felt well at home as to the difficul- 
ties related. 

Apart from governmental activities, industrial 
hygiene as a profession unconnected with medi- 
cine scarcely exists in England. It was stated 
that only two industrial hygienists were employed 
on a private basis, but that these two were identi- 
fied with American corporations having activities 
in -Britain. Much of industrial hygiene work is 
carried out under official auspices, but it was said 
that 15 factory inspectors were responsible for 
industrial hygiene conditions in 232,000 indus- 
trial establishments. 

There were no commercial exhibits and no 
scientific exhibits at the London School of Hy- 
giene and Tropical Medicine, but at Pillar Hall, 
Whitehall Gardens, the Ministry of Supply staged 
an elaborate scientific exhibit that became a fea- 
ture of the Anniversary Meeting. At no time in 
America has there been a scientific exhibit ex- 
clusively devoted to occupational health equal to 
this British exhibit. 

Americans could learn much from the British 





The Rt. Hon. lain MacLeod, Minister of Labour and 


National Service, presiding over the initial session. 


in connection with formal banquets. On arrival, 
each guest was furnished a banquet card show- 
ing the exact seating of every person in attend- 
ance. There was no helter-skelter scramble for 
vacant seats, with assorted groups of strangers 
ill at ease, wishing they were elsewhere. Best 
of all there were no prolonged speeches at any 
banquet or dinner. 

No cursory report such as this may convey the 
significance, the color, the pageantry, the scientific 
pronouncement that characterized this meeting. 
The best insight derives from the language of 
Andrew Meiklejohn, in his program review of 
the history of the Association, when he stated, 
“Coming of age occurs once only and by custom 
is an occasion for happiness. This week is such 
a time for mirth and conviviality; these virtues 
were born in our constitution.” 





Formula 


BSENTEEISM is expressed as a rate and is computed on the basis of the number of 
man-days lost per 100 man-days available for working. It is usually calculated at 
the end of each month using the following formula: 
Number of man-days lost during period 





(Average Number Employees) x (Number Working Days) 
For example, if a company employing an average of 250 workers, records 200 man-days 
lost through job absences in a 24-work-day month, then the absentee rate would be: 


200 
250 x 24 


x 100 = 3.3% 


—From “The Problem of Absenteeism” by C. W. MACMILLAN, M.D., in Industrial Health, published by 





Health League of Canada, September-October, 1956. 
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The Blind Hog in the British Isles 


CAREY P. McCORD, M.D. 
Ann Arbor, Michigan 


i AMERICAN industrial physician visiting in 
4,4 the British Isles has an option as to his 
method of travel. One choice is to become the 
tourist seeing the land through bus windows, 
with stops wherever appeal dictates; the other is 
to lean upon friends and build the journey around 
industrial medical centers, teaching hospitals, 
medical museums, and industrial Medical Depart- 
ments. This visitor elected the former, traveling 
some 4,000 miles which seemingly exhausts the 
possible miles in these comparatively small is- 
lands, but shifting plans during the last 10 days 
of a nine-week period to the second option. This 
is a bus-window account of observations. 


ANY of the hundreds of thousands of the Irish 
in America facetiously refer to themselves as 
“escapees from the peat bogs of Ireland.” For an 
American those peat bogs are a curiosity. The 
Irish little refer to peat-cutting but instead to 
sod-cutting or turf-cutting. Many tens of thou- 
sands of acres of the surface of Ireland (and with 
lesser deposits in England and Scotland) are cov- 
ered by peat of thicknesses measuring from a few 
inches to many feet. Peat aptly may be described 
as coal:incompletely formed owing to the lack of 
pressure. For many families, peat is the sole 
household fuel. The farmer in counting his posses- 
sions puts great store in the peat deposits on his 
land. When the Irish farmer’s daughter is looking 
favorably on the neighboring swain, one of the 
appraising farmer’s questions is: “Does the boy 
have peat on his land?” 

The cutting of peat is largely a hand trade. 
Cutting up and down and across, the peat is re- 
duced to the shape of oversized brick bats. Fresh 
peat bats contain 90% water and have a mossy 
feel. They are loosely piled for ‘“winnowing,” or, 
as we would say, drying. This process may re- 
quire weeks, as even the dried peat bats consist 
of 50% water. Once reduced to that dried state no 
subsequent rain again fully wets it, since peat is 
waxy and repels water. Some peat stacks may 
stand for months or years before use. 

In America, in industrial medical circles, 
ordinary dirtiness is regarded as a prime source 
of worker dermatitis. Dirtiness reaches full 
flower in the peat cutter. Seeing a peat cutter, one 
is disposed to give up all hope that he ever may be 
clean again. Yet, after much questioning in high 
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and low places, there developed no iota of indica- 
tion that there is such a thing as peat cutters’ 
dermatitis. Informed industrial physicians, with- 
out proof, are disposed to believe that in the waxy 
surface of peat there is a built-in barrier sub- 
stance serving to protect. Some physicians, with 
laudable scientific curiosity and imagination, 
raise the question as to an extract of peat as a 
source for the perfect skin protector. 

So far it has not proved possible to speed up the 
drying of peat in large-scale ovens. At the present 
time in Ireland huge developments are taking 
place in hydroelectric and electric power plants. 
When steam rather than water is the power as 
much as 200 tons of peat daily are consumed for 
fuel. This peat is subjected to pressure for the 
expulsion of water and, in a single day or less, 
it may be reduced to a burnable state. 

Again, so far peat has not lent itself to practi- 
cal distillation, but those contained waxes are an 
attractive possible source for many synthetic 
chemicals, and Irish chemists are toying with the 
possibilities of producing such substances as 
synthetic steroils and steroids from peat. The 
possibilities are endless. 


Mec# of the economy of Ireland relates to linen. 
This industry was founded at Lisburn, near 
Belfast, Ireland, about 1699 by the Huguenot, 
Louis Crommelin. Appreciative Ireland has built 
more than one monument to that gentleman. Irish 
lace is a veritable symbol of finery, but the huge 
linen factories found in many cities are devoted 
to the production of table linens and dress ma- 
terial. While much flax is grown in Ireland, much 
is imported for its linen industry. The tourist in 
the autumn season saw scant indication of flax 
growing, but there was no lack of stories from the 
natives of the highly offensive disturbances from 
the retting pools, along with some indication of 
dermatitis. All this is but a repetition of the pre- 
viously told tales of flax retting in Italy, with 
Ramazzini as the first known medical recorder. 


N THE Republic of Eire, it was stated, but not 
authenticated, that it was impossible to employ 
any person for a single day’s work. It was claimed 
that if a person were employed for a single day it 
was necessary to pay a full week’s wage. On a 
Saturday, in Dundalk, a busy fishmonger had 
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three assistants. The local source of wisdom im- 
parted the information that all three assistants 
work in the market only one day per week but are 
paid a full week’s wage. It was added: “It is still 
profitable.” 


HE NOTABLE industry of Ireland, and particu- 

larly northern Ireland, is shipbuilding. The 
moving gantry in Irish ports is a symbol of pros- 
perity. The unmoving rusting gantry is the sym- 
bol of depression. Welding in many varieties, 
whether arc, spot or gas, along with noise, are the 
chief concerns of industrial physicians in the 
shipbuilding industry. 


N IRELAND there is more talk about “Guinness” 

than avout weather. “Guinness,” which is a 
brand of stout or ale, is the national beverage, 
with no mean consumption on an international 
basis. As early as 1693 there was a brewery at 
St. Jame’s Gate, now the headquarters area of the 
Guinness Company. This venerable and substan- 
tial industry long has maintained an industrial 
Medical Department. Medical activities in this 
organization have been such as to provide a 
myriad of personal medical records from the first 
day of employment to death — sometimes from 
16 to 80 years of age. It is perhaps true that from 
such records highly useful tables of industrial 
mortality could be constructed and such are 
everywhere needed, but the potential Guinness 
ones would be more applicable to Ireland than to 
other portions of the world. The activities ob- 
served under the tutelage of Dr. John Eustace in- 
dicate types of services foreign to American prac- 
tices. 

The workers and their families, and not nec- 
essarily immediate families, are provided full 
medical coverage. In times past, but certainly not 
true at the present time, much metallic lead came 
in contact with beers, ales and stouts in skimming 
operations in many breweries. Long ago that 
process was abandoned. On a highly speculative 
basis, curiosity is piqued as to lead in these prod- 
ucts in bygone generations having led to wide- 
spread lead poisoning analogous to Benjamin 
Franklin’s “dry gripes” from rum stills in Boston 
and “Devonshire colic” from Devon cider. Tradi- 
tionally, hop dermatitis is associated with brewer- 
ies and with the growing of hops. At Guinness 
huge “pockets” of hops were about in many 
places but there was no intimation of dermatitis 
from that well-known cause. 


PART of this journey was across the Irish Sea 

and eventually into Devonshire, the locus of 
the historic Devonshire colic. There, for a period 
of more than 150 years, ending about 1767, a 
strange malady beset hundreds of Devon’s popu- 
lation. There were scores of theories as to cause, 
including one that polluted air from the American 








colonies was swept over the Atlantic to produc 
the disaster. In time the epidemic properly wa; 
linked with cider drinking, as all victims had bee 
cider drinkers, with a new group of patients wit 
every new crop of apples for cider making. Nearb 
Cornwall and other shires had their cider mad 
from the same type of apples, but no colic. Unde 
some influence from Benjamin Franklin, Georg 
Baker (later Sir George Baker) instituted 
scientific investigation and proved beyond perad 
venture that Devonshire colic was not other thai 
lead poisoning. The cider millstones were boun: 
together with leaden clinches and leaden band: 
around the whole, while in other shires th 
process of making cider was somewhat different 
A historic medical event was brought to its end, 
but not without incrimination and evil denounce 
ments of Dr. Baker. This remarkable episode 
well has been written up in English by Meiklejohn 
and in the United States by Hayhurst and Legge. 
Their accounts make for stirring reading. 

A visit of respect was made to St. James 
Church in London to the tomb of Sir George 
Baker whose fame was inaugurated by his Devon- 
shire colic disclosures. The church was nearly de- 
stroyed during the bombings of World War II but 
not the plaque marking the nearby burial spot of 
Sir George. 

A devout pilgrimage was made into Devon, one 
of England’s larger shires, for the purpose of de- 
termining whether Devon’s most remarkable 
medical calamity had left any imprint in the 
knowledge of Devon’s’ present-day citizens. 
Promptly on entering the confines of Devon, scores 
of huge billboards proclaimed the superiority of 
Devon cider in large letters printed over a map of 
Devon. Everywhere inquiries were made of hotel 
keepers, policemen, taxi drivers, tour guides, as to 
“Devonshire colic.””’ Uniformly the response was 
a blank stare. No one encountered had ever heard 
of Devonshire colic. There was a willingness to 
disbelieve that there ever had been any epidemic. 


N CORNWALL, which lies west of Devon, tin 

deposits are enormous and hundreds of aban- 
doned mines are in evidence. In Cornwall, which is 
England’s benighted shire, there is no power, no 
coal, little water power, few electrical establish- 
ments. So expensive is the mining of tin there 
that it is cheaper to import it from faraway 
Pacific connections such as Malaya. In time, when 
atomic power comes into its own, Cornwall will 
better its now low-level economy through a sub- 
stantial output of tin. What is important medical- 
ly is that when x-ray films of old miners are made, 
a remarkable chest condition is disclosed in some. 
These films are more startling than any full-blown 
discrete silicosis because of some thousands of 
bright calcified nodules. This condition leads to 
no known disability. It becomes a medical curiosi- 
ty, or, more importantly, a medical enigma. 
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] 4R AWAY in the city of Bristol stands St. Mary 

Redcliffe church — more imposing than that 
c..y’s cathedral. Here it was in 1769 that William 
\atts stood on some high level and poured 
t. rough his wife’s sieve molten lead which ended 
u») as spheres in a tub of water far below. There 
i: where the first recorded shot was poured and 
rarked the beginning of a new industry still 
flourishing today — still using Watts’ primitive 
procedures but on a highly mechanized scale. 

Part of the pilgrimage was to go to St. Mary 
iedcliffe church and ascertain the exact spot high 
up on the same spire where the pouring took 
place. Unfortunately the arrival was at 6:00 
o'clock with dinner imminent and with pros- 
oective departure at 9:00 the next morning. The 
only opportunity was to go by night to the church. 
Not a light was visible. Some bystander suggested 
going to the vicarage. At the vicarage it was de- 
termined that the vicar was away, recovering 
from the ordeal of entertaining another visitor — 
Queen Elizabeth of England with the Duke of 
Edinburgh and their party. The vicar’s wife, 
charming and with every willingness to be help- 
ful, was first suspicious that this 9:00 at night 
visitor completely was off his rocker. Soon she 
was convinced of the legitimacy of the inquiry 
and rushed to the thick printed volume of the 
history of St. Mary Redcliffe church. There was 
not a word about William Watts, and no one 
seemed ever to have heard of him. But, right 
across the street from the church was the shot 
tower, perhaps the first in the world and perhaps 
owned by the successors to that group that 
bought Watt’s patent for 10,000 pounds sterling 
— great wealth to Watts — and which promptly 
he lost in apartment building. There, in that old 
tower, shot are being poured to this day. 


NDUSTRIAL physicians of the British Isles are 

harried by a condition sometimes labeled as oc- 
cupational disease which is essentially unknown 
in America. That condition is chronic bronchitis. 
In industries with little or no known exposure, 
along with other industries with recognizable ex- 
posures to vapors, gases, and dusts, chronic bron- 
chitis in totally disabling proportions and for 
prolonged periods is commonplace. Seeking the 
cause becomes a speculative matter, and particu- 
larly so for the outsider. Yet, one outsider’s 
cautious opinion is registered. Few homes in Eng- 
land, including industrial workers’ homes, ever 
are adequately heated, and perhaps fewer hotels. 
In a 50-day stay under weather conditions pre- 
dominantly raw and cold, the only time, apart 
from once in a London hotel, that adequate heat 
was at hand was while standing in the old Roman 
hot baths in the city of Bath. For that once there 
was heat in plenty, and the inclination was to 
stay on the spot until the returning ship was 
ready for loading. Many tourists complain of 
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developing respiratory insults, including bronchi- 
tis. It is surmised that lack of heat, particularly 
in the harsher winter months, brings about a 
state of affairs conducive to bronchitis. Thus, 
fundamentally the condition is not occupational if 
the assumption here presented has any validity. 


N THE British Isles during the colder months 
there is observable a minor skin condition that 
almost becomes a national trademark. However, 
it lacks any severity. This is dermatitis “ab igne,” 
or “erythema ab igne’—dermatitis from fire. 
So puny are the fires in miniature coal grates and 
the heat from small electric coils and midget gas 
stoves, that people crowd around as closely to the 
heat as possible, particularly while dressing. The 
lower legs and forearms are the points of chief 
attack — or at least these parts are about all that 
may be seen in public. Infrared rays given off 
quickly lead to persistent, splotchy, lacy, rose-red 
patterns. This minor disease is limited to no class. 
A hotel waitress serving food and a titled lady 
being served may each present the same condition 
in the same severity and from the same cause. 
The condition is unsightly, constituting a cos- 
metic offense, but it bestows no disability. Yet the 
prospect is that this could pave the way for the 
action of other irritants at work so that a veri- 
table common denominator of background favor- 
able to occupational dermatitis is introduced into 
all industries. This same affection is common- 
place in the deep South of the United States, and 
from the same cause — open fires. 


N ALL SIDES of the British Isles may be seen 
the huge textile mills so characteristic of 
Britain’s industrial traditions and identified with 
some of the earliest disclosed occupational dis- 
eases such as mule spinners’ cancer, now chiefly a 
disease of the past. In a few textile mills a new 
occupational disease has appeared — tamarind 
dermatitis, lately described by Robert Murray. 
Any investigator of the history of scurvy is aware 
that some epidemics of that disease among sailors 
were allayed by the consumption of tamarinds. 
That pulpy fruit with its large seeds, in several 
varieties is common to tropical countries, notably 
India where it is a common food dish, as is the 
meal from the ground seed. No harm is known to 
persons accustomed to its use. Centuries after 
the heyday of scurvy, the discovery was made 
that the seed of the plant provides a gelatinous 
material well suited to the permanent stiffening 
of some fabrics such as the crinolines. Promptly 
its use for stiffening purposes in the occidental 
world was followed by violent dermatitis, and 
apparently as a result of skin sensitization. 


TH! BRITISH appear to be forever eating and 


drinking — sweets, cakes, morning coffee, and 
afternoon tea — and the practice extends to the 
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drinking of stouts and ales. All this seemingly 
relates more to the social than to the nutritional. 
Partly to protect the worker and others, alcohol- 
ics like stouts and ale are not sold in many places 
except at specified hours. Weary travelers soon 
learned that they could not rush into pubs and 
demand brewery products at all times. Polite but 
firm was the statement that the hour had not 
come. Alcoholism was not much in evidence, but 
a vast lot of time would be wasted by workers and 
others if given free opportunity for purchase at 
all hours. Doubtless there are more substantial 
reasons for the restriction here mentioned, but 
many unknowing travelers were made most un- 
happy by the no-drink periods. 


EW AMERICANS are well aware that for a long 

time England was a Roman province. It is diffi- 
cult to envisage Britons going about their af- 
fairs dressed in togas and engaging in activities 
strikingly in the pattern of the Roman Empire. 
Such was the case. In 43 A.D., Emperor Claudius 
subjugated Britain to Rome. The Roman Empire 
came to an end in 410 A.D. Many portions of Eng- 
land harbor substantial remaining evidence of the 
Roman occupation — great walls, fortresses, 
roads, baths, and elaborate villas. These Romans 
went about industrial pursuits, and in a fair sense 
their pursuits marked the meager beginnings of 
organized industrial activities. One such enter- 
prise is here presented. 

Up in the Cotswolds, which chiefly lie in 
Gloucestershire, in the year 1864, a hunting party 
was chasing hares with ferrets. One hard-work- 
ing ferret disappeared down a hole and did not 
return. The hunters set about the business of 


rescuing the ferret but instead discovered som 

pieces of Roman paving. In short good time th 

owner of the property, the Earl of Eldon, had ur 

earthed an entire villa, with its factory wor 
places, and some few parts have been recon 
structed. There are the elaborate living quarter: 

the inevitable ornate baths, the servant quarters 
and the work places. The chief industry appeare 

to have centered about wool preparation. Some o 
the rooms suggest wool dyeing and wool carding 
but not necessarily weaving. Other rooms sugges 
the tanning of sheepskin. The Cotswold moun 
tains to this time are famous for sheep herding 
and centuries ago the area was apparently no les; 
well adapted to this occupation. The Chedworth 
villa is one of a dozen found within a 10-mile 
radius of Cirencester, and is one of the most com- 
plete in England. 

In America, at a much later date (1644), an 
iron foundry was constructed at Saugus in what 
is now Massachusetts. Widely this is accepted as 
America’s first factory. Much less definitely may 
the Chedworth villa industry be marked as any 
counterpart of Saugus. In a just sense it may be 
asserted that this was not a factory — merely an 
elaborate lot of home trades. In any case all of 
industry emerged from home trades, and Ched- 
worth affords evidence of the beginnings of or- 
ganized industry in England. 


HESE incidents, partly seen through bus win- 

dows, fall far short of the opportunities to re- 
port upon engaging circumstances encountered 
in overseas lands. After all, consideration for 
readers is a virtue, and that virtue is now in- 
voked. 





Danger at the Breakfast Table 


M™= INDUSTRIAL accidents have their beginning at the breakfast table. A well- 
rounded breakfast helps employees to move swiftly and think clearly, and 
may mean the difference between serious accidents and a “near miss,” reveals a 
recent U.S. Department of Agriculture study in which 200 volunteers ate various 
types of breakfasts. Each person’s blood sugar was checked before the meal and 
hourly thereafter. Sufficient protein is the key to a proper breakfast, the study 
revealed, since it regulates the flow of blood sugar available to the brain and blood 
cells. It concluded that breakfast need not be large — but must contain proteins 
such as milk, eggs, meat or fish. Here’s what happened to workers who had the 
following “above average” breakfast, which seems adequate: orange juice, two 
strips of bacon, toast, jam, coffee with cream and sugar. Blood sugar rose rapidly, 
but fell below the pre-breakfast level within an hour and remained at this low 
level until lunch — because of absence of sufficient protein. Resulting lack of blood 
sugar led to inefficiency, fatigue and lack of coordination. What’s a good breakfast? 
Simply by adding eight ounces of whole milk fortified with two and a half 
tablespoons of powdered skim milk to the above breakfast, blood sugar rose above 
normal and remained normal all morning. Energy was produced and unusual 
well-being was experienced. By substituting another protein — eggs — for the 
fortified milk in the same diet, high level of efficiency is again maintained. 

—From Industrial Relations News, November 10, 1956. 
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ERE’S a further word relative to certain queries recently posed on this page. The 

an writer’s name is withheld by request. I pass it on without comment: 
iat “The exchange of correspondence brought about by the questions ‘What more can 
as the IMA do for me?’ and thereafter, ‘What more can I do for the IMA?’ prompts some 
ay thinking. Much has been said from time to time by many people not only in the 
ny medical profession, but in other professions, and, in fact, in general, as regards the 
b responsibilities of a citizen. If one were so disposed, and possessed the attributes 
. of a philosopher, he might dwell on this at great length. To do so in this rather 
an privileged communication would probably not be politic, yet there are those who will 
of read this who have not already dedicated themselves to the cause. Further, since 
d- obviously matters politic no longer have a bearing, this writer feels compelled to say 
r- a few words about the obligation of the professional citizen to his profession, and 

more particularly to his specialty. 

“Only recently in a questionnaire submitted by a County Medical Society in an 
n- effort to improve attendance at its regular meetings, a number of related questions 
e- were asked. One of those dealt with the rather common complaint that the Society 
od is run by a clique or a chosen few. To the question, ‘Do you believe that this is so?’ 
or I replied, ‘Sort of.’ And when asked what I would suggest to remedy this situation, 


ma I replied that the only way for the disgruntled member to change the picture if he 

didn’t like it, was to get into the thing himself, accept appointments and responsi- 
bilities, learn how thankless the chore often is and how little cooperation he often 
gets out of the other members of his profession, but at least do his share in whatever 
fashion seemed most applicable. 

“There is no doubt in my mind that the fellows who yell the loudest are, by and large, 
those who have done the least. Constructive criticism is always welcome, although at 
times rightfully resented by the ones who have worked long and hard trying to develop 
a program, yet get no helpful suggestions, and, in fact, no criticism, until the program 
is established — perhaps by default — and then all hell breaks loose. One sees the 
same thing happen in local, state, and national politics in which the constituent who | 
criticizes the most bitterly and vocally, may very well be a person who not only did 
not cast a ballot, but, chances are, isn’t even registered to vote. 

“Our professional citizenship compares in many ways to that of our community 
citizenship. It is a privilege in which those outside the profession have no chance 
to participate. It is true that the type of practice some of us have, our health, our 
personal inclinations, and ever so many factors may dictate to what degree we can 
participate. But certainly, each and every one of us can participate to some degree, 
and there are many of us who have real statesmanship and real leadership to offer. 

“When the day comes that each of us accepts his fair share of responsibility many 
of our public relation problems will be pushed into the background and our truly 
represented specialties will prosper in the fashion some of us believe they should.” 


L A jor ed 
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National Industrial 


Health Conference 


April 20-26, 1957, St. Louis 


HE NATIONAL INDUSTRIAL HEALTH CONFERENCE 

has long since become the medical event of the 
year. In 1957 it will be held at Kiel Auditorium, St. 
Louis — with the Sheraton-Jefferson the headquar- 
ters hotel. The five participating organizations have 
an over-all program that offers a liberal education 
in the science and methodology of industrial medi- 
cine, industrial hygiene, industrial nursing, and in- 
dustrial dentistry. Although the official dates are 
April 20-26, some of the groups will begin earlier 
and continue later. With meetings of committees, 
group luncheons, meetings of company physicians, 
special conferences, concurrent sessions — a busy 
10 days are in prospect. All formal meetings will 
recess at stated times for visits to the unusually 
complete and interesting technical exhibits. The pro- 
gram features as of this date are as follows — the 
Preliminary Program including them will be dis- 
tributed late this month: 


Industrial Medical Association (IMA) 

NDUSTRIAL MEDICAL ASSOCIATION’S program begins 
I on Tuesday, April 23, with Hospital Clinics dur- 
ing the morning, and the official opening of the Con- 
ference at 2:00 p.m. The Hospital clinic on “Occupa- 
tional Diseases and Trauma of the Chest” will be 
held at St. Louis University School of Medicine; 
the Clinic on “Burns” at Washington University 
School of Medicine. 

JEROME W. SHILLING, M.D., Conference chairman, 
and IMA President-Elect, will preside at the Tuesday 
‘afternoon Session. Following introductory remarks 
by E. S. JONES, M.D., IMA President, there will be an 
Address of Welcome by RAYMOND R. TUCKER, St. 
Louis Mayor, and then FRANK CURTIS, Vice-President, 
Monsanto Chemical Company, and Past-President, 
American Institute of Chemical Engineers, will de- 
liver the C. O. Sappington Memorial Lecture. 

After the intermission for visiting the Technical 
Exhibits, the three Associations, IMA, AAIN, and 
AAID, will convene in a Joint Meeting on “Geriatrics 
and Retirement”—with HAROLD A. VONACHEN, M.D., 
Medical Director, Caterpillar Tractor Company, as 
Moderator, and Panelists: WILLIAM L. RUTHERFORD, 
Chairman, Advisory Committee, Illinois Committee 
on Aging; DALE C. LARSON, Director, Geriatric Re- 
habilitation Program, Peoria County, Illinois; and 
JOSEPH M. SCHAEFFER, M.D., Medical Director, In- 
stitute of Physical Medicine and Rehabilitation. 

Wednesday morning (April 24) will be given over 
to a Medical-Legal Symposium, on the subject, 
“The Medical Expert Witness in the Court Room.” 
HERMAN WING, M.D., LL.B. (Transit Casualty Com- 
pany) will be Moderator. 

On Wednesday afternoon MALCOLM McCANNEL, 
M.D., of Minneapolis, will present “Occupational Dis- 
eases and Injuries of the Eye.” 
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Following the intermission to visit the Technica! 
Exhibits, IMA will hold its Annual Business Meet 
ing, a feature of which will be the Presentation of 
Fellowships. 

The IMA Annual Banquet will be held Wednesday 
evening at the Sheraton-Jefferson Hotel. 

The IMA Medical and Surgical Sections will meet 
concurrently on Thursday, April 25, with programs 
as follows: 


HURSDAY, April 25: MEDICAL SECTION: “Evaluation EDTA and 

Supportive Measures in Thorium and Uranium Exposure’— 
WILLIAM YOUNG, M.D., and H. E. Tesrock, M.D. 

“Toxic Conditions in industry: Lead Poisoning’—RUTHERFORD 
T. JOHNSTONE, M.D. 

“The General Practitioner in Industrial Work’”—M. A. DIEHR, 
M.D. 

“Industrial Dermatitis’’—ARTHUR NIELSON, M.D. 

“Psychological Testing in Industry’”—-NATHAN KONN, PH.D. 

“Problem Drinking’’-—R. GorDON BELL, M.D. 

“Harrington Multiple Pattern Field Test’—Hepwic S. KUHN, 
M.D. 


“Administrative Medical Symposium’’—Moderator: LEMUEL 
McGee, M.D. (Panel to be announced). 
HURSDAY, April 25: SURGICAL SEcTION: “Genitourinary 


Trauma’’—GRAYSON CARROLL, M.D. 

“Intracranial Injuries’—LEONARD FuRLOw, M.D. 

“Peripheral Vascular Injuries”—L. V. MULLIGAN, M.D. 

“Rehabilitation: Physical Therapy in Industry—Howarp Rusk, 
M.D. 

“Hand Injuries and Treatment’’—DANIEL RIORDAN, M.D. 

“Abdominal Trauma’”—DEAN SAUER, M.D. 

“Whip-lash Injuries of the Neck’"—DUNCAN C. McKIever, M.D. 

“Recent Advances in Surgery of Trauma’’—JosEPpH M. Dzios, 


Industrial Nurses (AAIN) 
MERICAN ASSOCIATION OF INDUSTRIAL NURSES be- 
gins its formal Sessions on Monday, April 22. 
Following the Invocation, and “Greetings” by SARA 
P. WAGNER, R.N., AAIN President, the subject, 
“Selling Your Program and Yourself,” will be pre- 
sented by JOHN C. HOLLIS, Manager, Administrative 
Division, Society of Automotive Engineers, New 
York. The Monday afternoon program is given be- 
low. Tuesday morning, the AAIN Business Meeting 
will be held; and Tuesday afternoon there will be a 
Joint Meeting with IMA at the formal Opening Ses- 
sion. The AAIN Annual Banquet will be held Thurs- 
day evening; Speaker, DR. GUSTAVE WEBER, Glenwood 
Lutheran Church, Toledo, Ohio; Subject, “One 
Million Morons.” The general programs for the suc- 
cessive days are as follows: 
ONDAY, April 22: Symposium: “From Head to Toe.” Modera- 
tor: Davin H. GOLDSTEIN, M.D., Institute of Industrial 
Medicine, New York University. Participants: ‘‘Traumatic Eye 
Conditions in Industry’—Roy E. MASon, M.D., St. Louis. 
“Dental Health in an Industrial Health Program’’— W. B. 
ELvers, D.D.S., Bristol-Myers Products Division, New York. 
“Dermatoses: Occupational and Non-Occupational’—A. H. 
ConrRAD, M.D., St. Louis. 


“Foot Problems in Industry’’—Georce F. Hot, D.S.C., Oc- 
cupational Health Services, Asheville, North Carolina. 


EDNESDAY, April 24: Presiding: INA JouBERT, R.N., Southern 


Minerals Corporation, Corpus Christi, Texas. 
Topic: ‘Rehabilitation of the Industrially Injured and Results.” 
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3taff Conference by Miriam Rehabilitation Division of Jewish 
»spital, St. Louis. 

Participation Clinics: ‘“Basic Records for an Industrial Health 
rvice’—Leader: MrS. NoRMA KAMINSKI, R.N., Chairman, 
\IN Records Committee. 

‘Preparation of Nursing Procedure Manuals’—Leader: MIss 
vITA Harris, R.N., Chairman, AAIN Education Committee. 
Company Group Meetings; Committee Meetings. 


tHuRSDAY, April 25: SymMpostum: “Non-Occupational Condi- 

tions in Industry.’’ Moderator: KIEFFER DAviSs, M.D., Medical 
irector, Phillips Petroleum Company, Bartlesville, Oklahoma. 
articipants: 

“Cancer, an Industrial Health Problem’’—Terry E. LILLY, JR., 
.D., Kansas City, Missouri. 

‘Tuberculosis in Industry’’—O. A. SANDER, M.D., Milwaukee. 

“The Cardiac in Industry’”—-WILLIAM B. THOMPSON, M.D., 
klahoma City. 

“Mental Health in Industry”—RALPH T. COLLINS, M.D., East- 
nan Kodak Company, Rochester. 

SyMpPosIuM: “Where Are We Going in Industrial Health?” 
Moderator: O. T. MALLERY, JR., M.D., Medical Director, Em- 
vloyers Mutual Liability Insurance Company of Wausau, Wis- 
onsin. Participants: 

‘“Management’”—WARREN LACKE, General Manager of In- 
fustrial Relations, Continental Can Company, New York. 

Physician—L. E. HAMLIN, M.D., Medical Director, American 
Brake Shoe Company, Chicago. 

Hygienist—WILLIAM R. BRADLEY, Chief Industrial Hygienist, 
\merican Cyanamid Company, New York. 

Nurse—MIss ETHEL BuURGESON, R.N., Sears Roebuck, Chicago. 


Industrial Hygienists (AIHA) 

MERICAN INDUSTRIAL HYGIENE ASSOCIATION will 

devote Monday, April 22, to Meetings of its 
Technical Committees—‘Air Pollution,” ‘Analytical 
Chemistry,” “Engineering,” “Hygienic Guides,” 
“Radiation,” “Noise,” and “Toxicology.” A Meeting 
of the Technical Committee Chairmen is scheduled 
for Tuesday morning, and in the afternoon the form- 
al Sessions will begin, at a Joint Meeting with the 
Governmental Industrial Hygienists. The Donald 
E. Cummings Memorial Lecture is to be given at the 
Annual Banquet, Wednesday evening, by DR. H. H. 
SCHRENK. The presentations at the formal sessions 
include the following; the distribution among the 
Concurrent Sessions will be identified in the pro- 
gram: 


UESDAY, April 23: “Background Radiation Exposures of the 

General Population’—SImMon KINSMAN, M.D., U.S. Public 
Health Service, Cincinnati (Joint Meeting with ACGIH). 

“Review of National Academy of Sciences (U.S.) and Medical 
Research Council (British) Reports and Their Impact on 
Tolerance Doses”—-W. D. CLAUS or FORREST WESTERN, Ph.D., 
Division of Biology and Medicine, U.S. Atomic Energy Com- 
mission, Washington (Joint Meeting with ACGIH). 

“Global Distribution of Radioactivity From Nuclear Detonations 
with Special Reference to Strontium-90’—MERRIL EISENBUD, 
New York Operations Office, U.S. Atomic Energy Commission 
(Joint Meeting with ACGIH). 

“The Industrial Radiation Problem’’—RosBert G. GALLAGHAR, 
Liberty Mutual Insurance Company, Research Center, Hopkinton, 
Massachusetts (Joint Meeting with ACGIH). 

“Health Problems of the Civilian Nuclear Reactor Program”— 
J. J. FitzGerAutp, Knolls Laboratory, General Electric Company, 
Schenectady (Joint Meeting with ACGIH). 


EDNESDAY, April 24: GENERAL SESSION: ‘“‘The Industrial Hy- 
s\ giene of Beryllium’—W. B. Harris, et al, U.S. Atomic 
Energy Commission, New York Operations Office, New York. 

“Noise Exposure Evaluation’—E. W. Porn, et al, Kelly Air 
Force Base, Texas. 

“An Aerosol Deposition Study in Human Subjects’”—P. E. 
Morrow and D. A. MorKEN, University of Rochester. 

“The Determination of Ozone’”—HARLEE BOUVEE, University of 
Washington, Seattle. 

“Pitfalls in the Diagnosis of Occupational Disease’’-—MARVIN L. 
Ampburk, M.D., Buffalo, New York. 

“A Method for the Presentation of Properties, Health Hazards, 
and Precautions for Safe Handling of Materials’—H. R. HOY Le, 
D. D. McCoLListerR, and V. K. Rowe, Dow Chemical Company. 

RESPIRATORY PROTECTION: “Current Problems in the Field of 
Respiratory Protection”—EpDWIN C. Hyatt, Los Alamos Scientific 
Laboratory, Los Alamos, New Mexico. 
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“Requirements for an Effective Respirator Program’’—HARRY 
S. JorpAN, Los Alamos Scientific Laboratory, Los Alamos. 

“A Discussion of the Bureau of Mines Approved Schedules’’—S. 
J. Pearce, U.S. Bureau of Mines, Pittsburgh. 

“New Developments by the Respirator Manufacturers’”—W. P. 
YANT, Sc.D., Mine Safety Appliances Company, Pittsburgh. 

AIHA Annual Banquet—Donald E. Cummings Memorial Lec- 
ture—H. H. SCHRENK, Industrial Hygiene Foundation, Pitts- 
burgh. 


HURSDAY, April 25: AiR POLLUTION: “Basic Sampling Studies 
Yipee Theories”-—E. R. HENDRICKSON, University of Florida, 
Gainesville. 

“Techniques for Sampling Gaseous Industrial Effluents’”—R. 
F. Brier, P. A. DRINKER, Robert A. Taft Sanitary Engineering 
Center, Cincinnati. 

“An Odor Evaluation Apparatus for Field and Laboratory Use”’ 
—JoHN S. MApbeErR, Robert A. Taft Sanitary Engineering Center. 

“Design and Evaluation of a Kinetic Dilution System”— 
STEPHEN DAvip and T. W. STANLEY, Robert A. Taft Sanitary 
Engineering Center. 

“Diffusion and Deposition in Relation to Reactor Safety Prob- 
lems’—-MAYNARD SMITH and IRVING SINGER, Brookhaven Na- 
tional Laboratory, Patchogue, New York. 

“Seasonal and Diurnal Change in Selected Qualities of Surface 
Air’—F. Poo.ter, Jr., Robert A. Taft Sanitary Engineering 
Center. 

“The Distribution of Certain Metals in the Atmosphere of Some 
American Cities’”—WILLIAM V. WARREN, Robert A. Taft Sani- 
tary Engineering Center. 

“Evaluation of Air and Soil Pollution From Plutonium Ef- 
fluent” —H. S. JorpAN, Los Alamos Scientific Laboratory, Los 
Alamos, New Mexico. 

ENGINEERING: ‘‘Proved Methods for Disposal of Industrial 
Wastes”—NorRMAN G. WHITE, PH.D., Shell Chemical Corporation, 
New York. 

“Economic and Hygienic Advantages of Low Pressure Pneu- 
matic Conveying Systems’—THOMAS V. REINAUER, Pulverizing 
Machinery Company, Summit, New Jersey. 

“Tolylene Diisocyanate Experience in Polyurethane Foam 
Manufacture’—-FrRED W. SANDS, U.S. Rubber Company, New 
York. 

“‘Freon’ Powered Portable Air Sampling Kit’—R. C. 
CHARSHA and A. L. Linco, Chambers Works, E. I. du Pont de 
Nemours & Company, Penns Grove, New Jersey. 

“A New Test Procedure for Evaluation of Spray Paint Booth 
Efficiencies”’—J. C. RAvCLIFFE, Ford Motor Company, Detroit. 

“Improvement in Environmental Conditions Through Air Sup- 
ply and ‘Comfort’ Ventilation’’—K. E. RoBINSON, General Motors 
Technical Center, Detroit. 

“The Industrial Hygiene Aspects of Uranium Fabrication’’— 
M. B. Harris, et al, Atomic Energy Commission, New York. 

ToxicoLocy: “Chronic Toxicity of Pentaborane Vapor’— 
GeorceE J. LEVINSKAS, PH.D., MARIAN R. PASLIAN, and WALTER 
R. BLECKMANN, Department of Occupational Health, Graduate 
School of Public Health, University of Pittsburgh. 

“The Topographic Relation of Contaminating Iron to Experi- 
mental Modified Silicosis’,—MARIAN L. WESTERICK, PH.D., PAUL 
Gross, M.D., and JAMES M. McNERNEY, Industrial Hygiene 
Foundation, Pittsburgh. 

“Acute Inhalation Toxicity of Thermal Decomposition Prod- 
ucts of Some Aircraft Engine Hydraulic Fluids’—LEo FEIN- 
SILVER, et al, Directorate of Medical Research, Chemical Warfare 
Laboratories, Army Chemical Center, Maryland. 

‘““Toxicity of Cobalt Hydrocarbonyl and Its Decomposition 
Products’”—E. D. PALMES, PH.D., JOHN L. DONOVAN, SIDNEY 
LASKIN, EMIL CHRISTOFANO, and NorTON NELSON, PH.D., In- 
stitute of Industrial Medicine, New York University Medical 
Center, New York. 

“Early Metabolic Changes from Cobalt Metal Inhalation Eleva- 
tions in Serum Alpha Globulins and Serum Neuraminic Acide’’— 
HERBERT E. STOKINGER, PH.D., and WILLIAM D. WAGNER, Occupa- 
tional Heaith Program, U. S. Public Health Service, Cincinnati. 

“Toxicological Studies on Hydrocarbons’’—HORACE W. GERARDE, 
M.D., PH.D., Esso Research and Engineering Company, Linden, 
New Jersey, and Bureau of Biological Research, Rutgers Uni- 
versity. 

“Hydrocarbon Synthesis in Combustion II—Liquid Fuels’’— 
BERNARD TEBBENS, Sc.D., JEROME F. THOMAS, PH.D., ELDON M. 
SANBORN, and MitsuGI MUKAI, University of California, Berke- 
ley. 

“Chronic Irritation: An Inhibiting Factor in Chemical Car- 
cinogenesis’”—WILLIAM E. PoEL, Department of Occupational 
Health, Graduate School of Public Health, University of Pitts- 
burgh. 

“Biochemical Changes Resulting from Inhalation of Pulmonary 
Irritants’”—LesTeR D. SCHEEL, PH.D., Occupational Health 
Program, U.S. Public Health Service, Cincinnati. 

JOINT AIR POLLUTION AND ENGINEERING: “Collection of Drop- 
lets by Electrostatic Precipitation” —E. C. Evans, III, U.S. Naval 
Radiological Laboratory, San Francisco. 
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“Filtration Effectiveness of Sand at Very Low Air Velocities” 
—R. E. Yoper, and F. M. Empson, Oak Ridge National Labora- 
tory, Oak Ridge, Tennessee. 

“Effect of Shock Waves on Air Filters’—C. E. BILLINGs, R. 
DENNIS, L. SILVERMAN, Harvard Air Cleaning Laboratory, 
Boston. 

“Air Pollution Problems for High Temperature Stacks’’—JOHN 
KANE, American Air Filter Company, Louisville, Kentucky. 

“Variations in Ambient Radon Background Concentrations’’— 
H. GLAUBERMAN, A. J. BRESLIN, W. B. Harris, U.S. Atomic 
Energy Commission, New York Operations Office. 

“An Improved Smoke Inspection Chart’—J. S. NApER, M. W. 
BREDENKAMP, P. A. DRINKER, Robert A. Taft Sanitary Engineer- 
ing Center. 

“Evaluation and Control of Power Plant Effluents’”—C. F. 
BERGHOUT, Army Environmental Laboratory, Army Chemical 
Center, Maryland. 

“Hot Gas Filtration’’—J. BARRY, MELVIN First, and ROBERT 
GRAHAM, Buffalo Forge Company, Buffalo, New York. 

CHEMICAL AND ANALYTICAL: “New Developments in Dispersion 
Staining Microscopy’’—G. CROSSMAN, Bausch & Lomb Optical 
Company, Rochester. 

“A Rapid Empirical Procedure for the Determination of 
Acrylonitrile and Acrylic Esters in the Atmosphere’—J. B. 
GIscLARD, American Cyanamid Company, New York. 

“A Method of Alkaline Tissue Digestion Used in Analysis of 
Biological Materials’ — W. H. HILL, PH.D., J. M. MERRILL, E. C. 
MOoNTIEGEL, B. J. Pam, J. SCHMITT, and M. SCHULTE, Depart- 
ment of Occupational Health, School of Public Health, Uni- 
versity of Pittsburgh. 

“The Determination of Hexavalent Chromium in Portland 
Cement Washings and Total Chromium in Washings, Residues 
and Unwashed Samples’—R. G. KEENAN, V. B. PERONE, Occupa- 
tional Health Program, Public Health Service, Cincinnati. 

“The Analysis of Urine for Strontium’’—L. B. FARABEE, Health 
Physics Division, Oak Ridge National Laboratory, Oak Ridge, 
Tennessee. 

“Gas Chromatography and Its Applications to Industrial Hy- 
giene and Air Pollution Problems’’—D. E. RUSHING, Occupational 
Health Field Station, Division of Special Health Services, Salt 
Lake City. 

“Determination of Siliceous Atmospheric 
A. TALVITIE, Division of Special Health Services, U.S. 
Health Service, Occupational Health Field Headquarters, 
cinnati. 

“Evaluation of Chemical Cyanosis Through Improved Tech- 
niques for Hemoglobin Anaiysis’”—R. C. CHARSHA, A. L. LINCH, 
Chambers Works, E. I. du Pont de Nemours & Company, Penns 
Grove, New Jersey. 

RADIATION: “‘Experiences with State Radiological Health Pro- 
grams”—I. TABERSHAW, M.D., Division of Industrial Hygiene, 
New York State Department of Labor, and A. RIHM, Radiological 
Health and Air Sanitation Unit, State of New York, Depart- 
ment of Public Health. 

“Philosophy for Radiation Protection, Legislation, and Codifi- 
cation” —W. McApbAmMs, Enginecring Services, General Electric 
Company, Schenectady. 

“Nuclear Insurance Requirements from the Standpoint of In- 
dustry’’—N. I. SAx, Nuclear Development Corporation of Ameri- 
ca, White Plains, New York. 

“Regulation Covering the Shipment of Radioactive Materials 
and Interpretations Thereof’—C. W. BUCKLAND, Los Alamos 
Scientific Laboratory, Los Alamos, New Mexico. 

“Waste Disposal’’—A. GORMAN and J. LIEBERMAN, Engineering 
Division, U.S. Atomic Energy Commission, Washington, D.C. 

“Reactor Safeguards’’—C. RoGERS MCCULLOUGH, PH.D., Ad- 
visory Council on Reactor Safeguards, and C. K. BEcK, PH.D., 
Hazard Evaluation Staff, U.S. Atomic Energy Commission, 
Washington, D.C. 

“Pre-operational Environmental Survey for a Power Reactor’’— 
G. Hoyt WHIPPLE, PH.D., Atomic Energy Project, School of 
Dentistry and Medicine, University of Rochester. 

“A Consideration of Nuclear Safety in Fabrication and Han- 
dling Reactor Fuel Elements’’—LEONARD R. SOLON, Health and 
Safety Laboratory, New York Operations Office, Atomic Energy 
Commission, New York. 

“Criticality Considerations in Manufacture of Reactor Fuels” 
—J. C. CLARK, Bettis Atomic Power Division, Westinghouse 
Electric, Pittsburgh. 

ToxicoLoGy: ‘“‘Nasal Penetration of Particles in Experimental 
Animals’’—GABRIELLE ASSET, Directorate of Medical Research, 
Chemical Warfare Laboratories, Army Chemical Center Mary- 
land. 

“Exchange of Aerosol Between Tidal and Reserve Air’— 
BERNARD ALTSHULER, PH.D., LEONARD YARMUS., E. D. PALMEs, 
PH.D., and Norton NELSON, PH.D., Institute of Industrial Medi- 
cine, New York University Medical Center. 

“Respiratory Response to Combinations of Gas and Aerosol’”— 
Mary O. Amopbur, PH.D., Department of Physiology, Harvard 
School of Public Health, Boston. 

“Synergistic and Antagonistic Physiological Effects of Mixed 


Contaminants”—N. 
Public 
Cin- 
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Air Contaminants”—H. Briecer, M.D., D.P.H., Department < 
Preventive Medicine, Division of Industrial Medicine, Jefferso 
Medical College of Philadelphia. 

“Inhalation Toxicity of Acid Phosphorous Vapors and th 
Effect of Ammonia Neutralization on Toxicity’—MAuric 
WEEKS, et al, Directorate of Medical Research, Chemical Wa 
fare Laboratories, Army Chemical Center, Maryland. 

“The Toxicity of Mixtures of Ozone—Hydrogen Peroxide an 
Ozone—Sulfur Dioxide’—JoserpH L. SvVIRBELY, PH.D., Occup: 
tional Helath Program, U.S. Public Health Service, Cincinnat 

“Toxicity Studies of Certain Organic Peroxides and Hydri 
peroxides’ —E. P. FLoyp and HERBERT E. STOKINGER, PH.D 
Occupational Health Program, U.S. Public Health Service, Cir 
cinnati. 

“Acute and Subacute Toxicity of Some Alkane, Cyclo, an 
Aromatic Thiols’”-—EpWARD J. FAIRCHILD, II, PH.D., Occupa 
tional Health Program, U.S. Public Health Service, Cincinnati. 


RIDAY, April 26: NolIse: “The Problem of Isolating the Noise 

Susceptible Individual’—RAYMOND CARHART, PH.D., Schoo 
of Speech, Northwestern University, Evanston, Illinois. 

“Damage Risk Criteria or Hearing Conservation Limits?’’— 
ARAM GLORIG, M.D., Director of Research, Subcommittee or 
Noise in Industry, Los Angeles. 

“Relationship of Hearing Loss to Steady State Noise Ex 
posure: Report of an Industrial Study’-—NorBert E. ROSEN 
WINKEL, M.D., University of Pittsburgh. 

“Results From a Continuous Time-Distribution Noise Leve 
Meter’—HaroLp W. CroucH, Eastman Kodak Company, Ro 
chester. 

“Noise Control in Factory Machinery’’—L. L. BERANEK, D.Sc. 
Bolt, Beranek and Newman, Inc., Cambridge, Massachusetts 

RADIATION: “A Survey of Radiation Hazards at 30 Accelerators 
of Different Types’—J. E. McLAUGHLIN, Health and Safety 
Laboratory, New York Operations Office, Atomic Energy Com- 
mission, New York. 

“Certain Instrument Developments in Health Physics’’— F. E. 
ApLEY, Hanford Atomic Products Operation, General Electric 
Company, Richland, Washington. 

“Radiation Hygiene Aboard Nuclear Submarines’”—JOHN H. 
EBERSOLE, M.D., LCDR MC USN, USS Seawolf (SSN575), New 
York. 

“Decontamination of Intact Human Skin by Use of Various 
Decontamination Agents’’—A. L. BIAETTI, Health Physics Divi- 
sion, U.S. Naval Radiological Defense Laboratory, San Francis- 
co. 

“Annular Kinetic Impactor’’—J. E. Hoy, and J. J. CROLEY, JR., 
Savannah River Plant, E. I. du Pont de Nemours & Company, 
Aiken, South Carolina. 

“Urinary Excretion Rates of Plutonium in the Lungs’— J. W. 
HEALY, Hanford Atomic Products Operation, General Electric 
Company, Richland, Washington. 

“Study of Carcinogenic and Other Effects from Intra-tracheal- 
ly Insufflated Ce-144 and Pr-144”—HERMAN CEMBER, PH.D., 
Graduate School of Public Health, University of Pittsburgh. 

“The Gonadal Dose Received During the Course of Typical 


Medical and Dental X-Ray Examinations’”—HANSON' BLATZ, 
Health and Safety Laboratory, New York Operations Office, 
Atomic Energy Commission, New York. 


“Effect of Age on LD/50 for External Radiation”—J. HuRsH, 
Pu.D., Atomic Energy Project, School of Dentistry and Medi- 
University of Rochester. 

ToxicoLocy: “‘Evalution of Carcinogenic Potency of Two 
Representative Diepoxy Resins’ —CHARLES H. HINES, M.D., 
PuH.D., R. J. GUZMAN, J.S. WELLINGTON, M.D., and HAMILTON H. 
ANDERSON, M.D., Departments of Pharmacology and Experi- 
mental Therapeutics and Pathology, University of California, 
School of Medicine, San Francisco. 

“The Metabolism of Aromatic Amines’’—WALTER TROLL, PH.D., 
Institute of Industrial Medicine, New York University Medical 
Center. 

“The Physiological Response to Triary] Phosphate’—JosePH F. 
TREON, PuH.D., PAUL E. FoLpes, M.D., FRANK P. CLEVELAND, 
M.D., JOHN CAPPEL, EDWIN E. LARSON, SYLVAN WITHERUP, and 
MALcoLM TURNER, Department of Preventive Medicine and In- 
dustrial Health, College of Medicine, University of Cincinnati. 

“Toxicity of n-Propyl Nitrate’—WILLIAM E. RINEHART, et al, 
Directorate of Medicai Research, Chemical Warfare Laboratories, 
Army Chemical Center, Maryland. 

“Chronic Oral Toxicity of Manganese Ethylene-bisdithio- 
carbamate’—J. W. CLAYTON, JR., PH.D., D. B. Hoop, J. R. 
BARNES, PH.D., and A. R. BoRGMANN, D.V.M., Haskell Labora- 
tory for Toxicology and Industrial Medicine, E. I. du Pont de 
Nemours & Company, Wilmington, Delaware. 

“Balance Studies in Rats at Low Levels of Water Fluorida- 
tion’”—FRANK A. SMITH, PH.D., Dwight E. GARDNER, WIL- 
LIAM L. Downs, and HaARo_p C. Hopce, PuH.D., Division of 
Pharmacology and Toxicology, University of Rochester, School 
of Medicine and Dentistry. 

“Correlation of Toxicity with Chemical Activity’’—WILLIAM H. 
Hitt, Pu.D., Georce J. LEVINSKAS, PH.D., and JEAN M. MERRILL, 
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epartment of Occupational Health, Graduate School of Public 

{ealth, University of Pittsburgh. 

“Effects of Environmental Temperature on Susceptibility of 
Mice to’ Toxic Agents”—-ANNA M. BAETJER, Sc.D., School of 
Hygiene and Public Health, Johns Hopkins University, Baltimore. 

“Snake Venoms: Acute Toxicity Mechanism of Action and 
Treatment of Intoxication”—WILLIAM B. DEICHMANN, PH.D., 
and Jack L. RADOMSKI, PH.D., Department of Pharmacology, 
3chool of Medicine, University of Miami, Coral Gables, Florida. 


industrial Dentists (AAID) 

HE AMERICAN ASSOCIATION OF INDUSTRIAL DEN- 
f pot will hold its Business Session on Monday, 
April 22, with Luncheon at 12:00, and a Plant Tour 
of Annheuser Brewery in the afternoon. On Tues- 
day, the first four of the following presentations will 
be given, with the Symposium on “The Objectives and 
Problems Involved in the Conduct of an Industrial 
Dental Program” at the concluding Session Wednes- 
day morning: 


HE DENTAL PROGRAM in a Retail Establishment’”’—Dr. ALAN H. 

GREENWOOD, Dental Director, Stix, Baer & Fuller, St. Louis. 

“Prepaid Dental Programs’’—-Dr. JAMES DUNNING, Harvard 
University, Department of Hygiene. 

“Industrial Dentistry from the Standpoint of the General Prac- 
titioner’”’—Dr. Davip Brock, St. Louis. 

AppRESS by Dr. RALPH ROSEN, President, American Associa- 
tion of Dental Editors, St. Louis. 

“Symposium: The Objectives and Problems Involved in the 
Conduct of Industrial Dental Programs’’—Five-Member Panel to 
be announced. 


Governmental Industrial Hygienists (ACGIH) 

HE AMERICAN CONFERENCE OF GOVERNMENTAL IN- 

DUSTRIAL HYGIENISTS begins its Sessions with 
Meetings of Standing Committees on Sunday, April 
20, and continues with concurrent Round-Table 
Discussions (as below), and in the evening a Meeting 
of the Directors of State and Local Industrial Hy- 
giene Programs, with Staff Members of Public 
Health Service Health Programs. The ACGIH Din- 
ner will be held Monday evening at the Lennox 
Hotel. The Sessions close Tuesday afternoon, in a 
Joint Meeting with AIHA, as indicated in the pro- 
gram of that Association. The ACGIH presentations 
include the following: 


OUND-TABLE Discussions, April 21: CHEMISTS: Dr. PAUL F. 

URONE, and Mr. DoRMAN H. Byers, Co-Chairmen. ENGINEERS: 
H. GARDNER BouRNE and CHARLES YAFFE, Co-Chairmen. NURSES: 
Miss MABELLE MARKEE, R.N., and MISS MARY SCHOLL, R.N., Co- 
Chairmen. PHYSICIANS: DONALD BIRMINGHAM, M.D., and CHRIS- 
TINE EINERT, M.D., Co-Chairmen. 


ONDAY, April 22: “Occupational Research Grants’”—JOSEPH 
E. FLANAGAN, JR., Robert A. Taft Sanitary Engineering 
Center. 

“Method of Studying Death Patterns in Industry’”—Dr. 
THOMAS F. MANcusO, Ohio Department of Health. 

“Lymph Node-Analysis and Detection of Silicosis’—JOHN C. 
Sort, Michigan Department of Health. 

“Practical Application of Light Scattering Photometer in 
Dust Evaluation’”—Dr. Lewis J. CRALLEY, Public Health Serv- 
ice. 

“Ozone Exposure from Are Welding’’—JEROME E. MOLos and 
RicHARD COLLINS, Missouri Department of Public Welfare. 

“Air Pollution Survey Methods’”—NoRMAN SCHELL and AUGUST 
RossAno, Sc.D., Public Health Service. 

“Relations of Official Agencies in Occupational Health”’— 
ALFRED C. BLACKMAN, California Department of Industrial Rela- 
tions. 

Discussion of Committee Reports—ACGIH Standing Com- 
mittees. 


UESDAY, April 23: “Use of Membrane Filter in Air Sampling 
and Analysis”—Dr. HARoLp J. PAULUS, NULO A. TALVITIE, and 
Davin A. FRASER. 

“A Simplified Method of Film Badge Interpretation” —KAREN 
O’BrRIEN, Health and Safety Laboratory, New York Operations 
Office, U.S. Atomic Energy Commission. 

“Standards for Labeling Electron Tubes Containing Radio- 
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active Materials’—W. A. McApAms, General Electric Company, 
New York. 

“Ventilation of Large Acid Pickling Tanks by Supply and Ex- 
haust Ventilation’”—GrorGE HAMA, Detroit Department of 
Health. 

“Mercury Poisoning’’—DoroTHY BENNING, R.N., Ohio Depart- 
ment of Health. 

“The Occupational Health Nurse in the Promotion of Adult 
Health Maintenance’—JANE W. Voscek, New Jersey Depart- 
ment of Health. 


Assoctation News 


Industrial Medical Association 

HE BOARD of Directors of the INDUSTRIAL MEDICAL 

ASSOCIATION are meeting at the Biltmore Hotel in 
Los Angeles on Saturday, February 2, 1957. On Sun- 
day evening, February 3, there is to be a joint dinner 
of the AMA Council on Industrial Health, the Chair- 
men of the Industrial Medicine and Surgery Commit- 
tees of the State Medical Societies, and the Officers 
and Directors of the INDUSTRIAL MEDICAL ASSOCIA- 
TION. Monday morning, February 4, there will be a 
joint meeting of the AMA Council on Industrial 
Health and the IMA Officers and Directors. 


Chesapeake and Ohio Railway Surgeons 

T IS NOT known that any railroad in the United 

States has facilities for the assembly of its sur- 
geons equal to those afforded in White Sulphur 
Springs, West Virginia, at the Greenbrier Hotel 
which is owned and operated by The Chesapeake 
and Ohio Railway. There, for the twenty-ninth year, 
the Annual Meeting of the C. & O. surgeons took 
place on November 16 and 17, 1956, with DR. J. M. 
EMMETT, the Chief Surgeon, DR. JOHN J. BRANDABUR, 
the Chief Medical Examiner, and DR. L. M. QUILL, 
President of the C. & O. Surgeons’ Association, as 
hosts. The diversity of the papers constituting the 
scientific program is indicated by these titles and 
their essayists: 

“Progress in the Treatment of Asthma”—npr. 
WYNDHAM B. BLANTON. 

“Neurosurgical Notes upon 1180 Patients Oper- 
ated upon for Herniation of a Lumbar: Nucleus 
Pulposus”—DR. LOYAL DAVIS. 

“Some Current Problems in the Management of 
Infectious Diseases’”—DR. CHESTER S. KEEFER. 

“Intramedullary Fixation of Fractures”—DR. W. 
B. MacCRACKEN. 

“The Treatment of Arteriosclerosis Obliterans’— 
DR. FAY A. LEFEVRE. 

“The Problem of Antibiotic Resistant Staphylo- 
cocci”—DR. THOMAS H. HUNTER. 

“Some Important Causative Factors for Persistent 
Pain in Amputation Stumps”—DR. LOUIS G. HERR- 
MANN. 

“Experiences with Operative Cholangiograms in 
Bile Tract Surgery”—DR. JOHN D. ADAMS and DR. 
HAROLD L. WILLIAMS. 

While appropriate emphasis was directed to the 
scientific program, the high appeal was found in 
the social occasions, the wives and some members 
of their families having been invited. The out- 
standing worth of these meetings is to be found in 
the fostering of human and professional relation- 
ships for which there could have been no better 
setting than the magnificence of the Greenbrier 
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Hotel — unchallenged as one of America’s remark- 
able establishments. 


New York State Society 

HE NEW YORK STATE SOCIETY OF INDUSTRIAL MEDI- 
f pote held its Annual Professional and Business 
meeting December 6, 1956, at the Hotel Roosevelt. 
One hundred and twenty members and guests at- 
tended the afternoon professional session which was 
on Atomic Medicine. 

The speakers were: S. ALLEN LOUGH, Ph.D., Deputy 
Director of the Atomic Energy Commission’s Health 
and Safety Laboratory, New York, who discussed 
“Radioactivity and its Applications, with Particular 
Reference to Industry”; JOHN HARLEY, Ph.D., Chief 
of the Analytical Branch of the AEC Health and 
Safety Laboratory, whose topic was “Radioactive 
Fall Out’; and HARRY BLAIR, Ph.D., Director of the 
atomic energy project at the University of Roches- 
ter’s School of Medicine and Dentistry, who dis- 
cussed “The Biological Effects of Radiation.” The 
principal speaker at the dinner was GENE FLACK, 
Vice-President and Director of Advertising of the 
Sunshine Biscuit Company. 

DR. E. S. JONES, President of the INDUSTRIAL MEDI- 
CAL ASSOCIATION, and DR. E. C. HOLMBLAD, Managing 
Director of the Association, brought greetings from 
the parent organization. DR. CHARLES FRANCO, Dis- 
trict Counselor, outlined the growth of the New 
York Component Society from a meager, inactive 
membership of less than 100 several years ago to 
its present strength of 350 so that now it ranks 
second in size of the Component Societies with 
further growth and activity a certainty. 

At the afternoon business meeting the 1956 offi- 
cers were reelected for another year, namely, HAROLD 
BRANDALEONE, M.D., President; FRANK P. GUIDOTTI, 
M.D., Vice-President; and HARRY E. TEBROCK. M.D., 
Secretary-Treasurer. In addition, changes in the 
by-laws were approved and the number of the execu- 
tive committee expanded from 10 to 14. DRS. HOL- 
LAND WHITNEY and NORBERT ROBERTS were elected 
to the executive committee for a term of three 
years; DRS. WILLIS WEEDEN and RAYMOND MURRAY 
for a period of two years; and DRS. SOL KLEMES and 
MAX HOWARD for a period of one year. 





Congress on Industrial Health 


OUNCIL ON INDUSTRIAL HEALTH, American Medi- 
* cal Association, announces the 17th Annual Con- 
gress on Industrial Health, to be held at the Bilt- 
more Hotel in Los Angeles, February 4-6, 1957. The 
technical discussions and scientific exhibits are open 
to all physicians, nurses, industrial hygienists, engi- 
neers and others interested in occupational health. 
Following are the program features: 

“Vision in Industry,” a comprehensive examina- 
tion of fundamentals and fine points presented in 
cooperation with the National Society for the Pre- 
vention of Blindness, Part I: Chairman—FRANKLIN 
M. FOOTE, M.D., New York; “Components of a Com- 
plete Vision Program”—FRANKLIN M. FOOTE, M.D., 
New York; “A Critical Evaluation of Vision Screen- 
ing Methods”—MICHAEL J. HOGAN, M.D., San Fran- 
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cisco; “Testing for Color Perception”—DEAN FARNS- 
WORTH, New London, Connecticut; “Estimation of 
Loss of Visual Efficiency”’—EDMUND B. SPAETH, M.D., 
Philadelphia; “Relationships of Illumination and 
Vision” —H. RICHARD BLACKWELL, Ph.D., Ann Arbor; 
Part II: Chairman—EDMUND B. SPAETH, M.D., Phila- 
delphia; “Responsibilities and Limitations of the 
Industrial Nurse in the Vision Program’—MAR- 
GARET HARGREAVES, R.N., New York; “Elements of 
a Successful Eye Protection Program”—JAMES E. 
O’NEIL, New York, and RICHARD WILKINS, Los An- 
geles; “The Prescription Safety Goggle Problem’— 
E. J. SCHOWALTER, M.D., Chicago; “Emergency Treat- 
ment of Chemical Injuries to the Eye’”—RALPH 
RYAN, M.D., Morgantown, West Virginia; “Screen- 
ing for Eye Disease’”—FRANKLIN M. FOOTE, M.D., 
New York. 

“Health Hazards of Agricultural Chemicals”: Co- 
Chairmen—LEMUEL C. MCGEE, M.D., Wilmington, Del- 
aware, and RUTHERFORD T. JOHNSTONE, M.D., Los 
Angeles; “Agricultural Chemicals—Economic Facts, 
Laws and Regulations”—-ALLEN LEMON, M.D., Sacra- 
mento; “The Phosphorous-Containing Insecticides— 
Toxicology, Clinical Symptoms and Treatment”— 
H. H. GOLZ, M.D., New York; “The Chlorinated Or- 
ganic Insecticides—Toxicology, Clinical Symptoms 
and Treatment”—FRANK A. PRINCI, M.D., Cincinnati; 
“Control of Hazards in the Use of Agricultural 
Chemicals—California Experience”—ROBERT L. MET- 
CALF, M.D., Riverside, California; Informal Banquet: 
Presiding—-WILLIAM P. SHEPARD, M.D., New York, 
Presentation of Award of The President’s Com- 
mittee on Employment of the Physically Handi- 
capped; Address—DWIGHT H. MURRAY, M.D., Presi- 
dent, American Medical Association; Address— 
ERNEST B. HOWARD, M.D., Assistant Secretary, Ameri- 
can Medical Association. 

“New Concepts in the Management of Burns”: 
Chairman—PAUL S. RICHARDS, M.D., Salt Lake City; 
“Brief Historical Resume of the Subject’”—PAUL s. 
RICHARDS, M.D., Salt Lake City; “Dry Aluminum 
Powder Therapy for Thermal Burns”—M. D. MAX- 
MEN, M.D., Toronto; “The Exposure Method of Treat- 
ment’’—Medical Corps, U.S. Navy; “Research in 
the Treatment of Burns’—Surgical Research Unit, 
Brooke Army Medical Center, Fort Sam Houston, 
Texas; “Oral Treatment of Burn Shock’”—KEHL 
MARKLEY, M.D., Philadelphia; 

“New Developments in Hearing Loss Due to In- 
dustrial Noise,’ Presented in cooperation with the 
Subcommittee on Noise in Industry, Committee on 
Conservation of Hearing, American Academy of 
Ophthalmology and Otolaryngology: Chairman— 
JAMES H. STERNER, M.D., Rochester, New York; 
“Methods for Conservation of Hearing’”—HOWARD 
P. HOUSE, M.D., Los Angeles; “Status of Research 
Activities of the Subcommittee on Noise in Indus- 
try’—ARAM GLORIG, M.D., Los Angeles; “What Con- 
stitutes Disability and How is it Measured’— 
HALLOWELL DAVIS, M.D., St. Louis; “Allowable Noise 
Exposure for Hearing Conservation”—WALTER A. 
ROSENBLITH, Boston; 

“Teamwork Solution of the Industrial Noise Prob- 
lem—Successful Coordination of the Activities of 
the Medical Director, the Consulting Otologist, the 
Industrial Hygienist, the Audiometric Technician, 
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he Safety Engineer, the Supervisory Staff, the 
Plant Engineer, the Personnel Director, and others” 
—PAUL J. WHITAKER, M.D., WALTER F. SCHOLTZ, and 
MEYER S. FOX, M.D., Milwaukee. 

The Scientific Exhibits will include several directly 
‘elated to the technical discussions: Treatment of 
3urns, Burn Management in the USS Bennington 
Disaster, Phosphate Ester Insecticides, Pesticides, 
\ccidental Poisoning in Children, Testing for Eye 
Disease, Demonstrations of Vision Testing Devices, 
Speech Audiometry, Automatic Audiometry, Multi- 
ple Audiometry, and Research in Noise. 





Ann Arbor Discussional 


N DECEMBER 7 and 8 in Ann Arbor, the Eighth 
Discussional on Occupational Health assembled 
under the aegis of the University of Michigan’s 
School of Public Health and Institute of Industrial 
Health. Chiefly the discussions were informal, the as- 
sembly representing the same outstanding industrial 
physicians that meet at these sessions yearly to fore- 
cast prospective developments for the on-coming year. 
One formal session was provided, and in this the 
program items were: uses and abuses of tranquiliz- 
ing drugs; allergic manifestations of some commonly 
used drugs; and anti-hypertensive drug therapy — 
common reactions. 

While no records of the informal discussions are 
provided, it became apparent that at this time in- 
dustrial physicians are confronted with a new lot of 
harmful industrial chemicals leading to worker dam- 
age for which insufficient investigative work has 
been pursued. The number includes the highly active 
diisocyanates, titanium tetra-chloride, and boranes. 

Among participants in the Discussional were: LEON- 
ARD ARLING, M.D., Northwest Industrial Clinic, Min- 
neapolis; RUSSELL G. BIRRELL, M.D., Medical Director, 
Imperial Oil Limited, Toronto; FRANK BRENT, M.D., 
Medical Director, Aluminum Company of Canada, 
Montreal; RONALD F. BUCHAN, M.D., Director of 
Employee Health, Prudential Insurance Company of 
America, Newark, New Jersey; MAX R. BURNELL, 
M.D., General Motors Corporation, Detroit; EDWARD 
H. CARLETON, M.D., Medical Director, Inland Steel 
Company, East Chicago, Indiana; WARREN A. COOK, 
Professor of Industrial Health and Hygiene, School 
of Public Health, Research Associate, Institute of 
Industrial Health, University of Michigan, Ann 
Arbor; F. D. CRUICKSHANK, M.D., Square D Company 
of Canada, Limited, Toronto; 0. M. DERRYBERRY, 
M.D., Director of Health, Tennessee Valley Author- 
ity, Chattanooga; WARREN F. DRAPER, M.D., Execu- 
tive Medical Officer, United Mine Workers of Amer- 
ica Welfare and Retirement Fund, Washington, 
D.C.; HAROLD H. GAY, M.D., Medical Director, Dow 
Chemical Company, Midland, Michigan; DAVID H. 
GOLDSTEIN, M.D., New York University-Bellevue 
Medical Center, Institute of Industrial Medicine, 
New York; F. R. GRIFFIN, M.D., Lever Brothers Lim- 
ited, Toronto; H. M. HARRISON, M.D., Medical Direc- 
tor, Canadian Medical Institute, Toronto; JOHN H. 
HEGE, M.D., Medical Director, Royal Typewriter Com- 
pany, Hartford, Connecticut; B. DIXON HOLLAND, 
M.D., Secretary, Council of Industrial Health, Amer- 
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ican Medical Association, Chicago; EDWARD C. HOLM- 
BLAD, M.D., Managing Director, Industrial Medical 
Association, Chicago; E. A. IRVIN, M.D., Medical 
Director, Ford Motor Company, Dearborn; DUDLEY 
A. IRWIN, M.D., Medical Director, Aluminum Com- 
pany of America, Pittsburgh; MARION JOCZ, M.D., 
Medical Director, Chrysler Corporation, Detroit; 
E. S. JONES, M.D., President, Industrial Medical As- 
sociation, Hammond, Indiana; J. F. McCAHAN, M.D., 
Liberty Mutual Insurance Company, Boston; M. F. 
MCGAVIN, M.D., Chief Medical Officer, Ford Motor 
Company of Canada, Ltd., Windsor, Ontario; A. N. 
MCKILLOP, M.D., Director of Medical Services, Good- 
year Tire and Rubber Company of Canada, Ltd., 
New Toronto, Ontario; HAROLD MAGNUSON, M.D., 
Medical Director, Chief, Occupational Health Pro- 
gram, Public Health Service, Washington, D.C.; 0. 
T. MALLERY, JR., M.D., Associate Professor, Medical 
School, University of Michigan, Ann Arbor; SEWARD 
E. MILLER, M.D., Director, Institute of Industrial 
Health, University of Michigan, Ann Arbor; JOSEPH 
T. NOE, M.D., Medical Director, Wyandotte Chemical 
Company, Wyandotte, Michigan; ROBERT B. 0’CON- 
NOR, M.D., Medical Director, U.S. Steel Corporation, 
Pittsburgh; LOGAN T. ROBERTSON, M.D., Occupational 
Health Services, Asheville, North Carolina; R. B. 
ROBSON, M.D., Medical Director, General Motors of 
Canada, Ltd.,' Walkerville, Ontario; H. M. ROEBBER, 
M.D., Medical Director, St. Joseph’s Lead Company, 
Bonne Terre, Missouri; RALPH F. SCHNEIDER, M.D., 
Medical Director, Standard Oil Company, New 
York; LLOYD B. SHONE, M.D., Captain (MC), USN, 
Head, Industrial Health Branch, Department of the 
Navy, Bureau of Medicine and Surgery, Washing- 
ton, D.C.; WILFRED N. SISK, M.D., Medical Director, 
Upjohn Company, Kalamazoo, Michigan; JAMES H. 
STERNER, M.D., Medical Director, Eastman Kodak 
Company, Rochester, New York; R. W. IAN URQU- - 
HART, M.D., Director of Medical Services, Hydro- 
Electric Power Commission of Ontario, Toronto; 
ARTHUR VORWALD, M.D., Department of Industrial 
Medicine and Hygiene, College of Medicine, Wayne 
University, Detroit; LEO J. WADE, M.D., Medical Di- 
rector, Esso Standard Oil Company, New York; 
REX H. WILSON, M.D., Medical Director, B. F. Good- 
rich Company, Akron, Ohio. 


Books 
The Hanman Plan 


HYSICAL ABILITIES TO FIT THE JOB: American Mu- 

tual Liability Insurance Company, Boston, 
Massachusetts, 1956, pp. 145. 

This work carries the name of no author, but the 
sponsoring company, in the preface written by 
Arthur S. Johnson, a Vice-President, succinctly 
states that Bert Hanman is the writer. This reviewer 
accepts Bert Hanman as the creator of the book. 

This author lives and writes in a scientific world 
of his own creation, but of which he is not the sole 
occupant. Already large numbers of clear-thinking 
men and women have come to recognize high values 
in the author’s procedures to determine the workers’ 
physical abilities and how to relate them to job de- 
mands safely and productively. 
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The author’s thesis is that all persons have phy- 
sical and mental shortcomings large or small, but 
more importantly that there is scarcely a human 
being who does not have work capacities in some 
domain. Contrawise, every job has peculiar require- 
ments that will be better met with some workers, and 
sometimes imperfect ones, than by others who may 
appear to be more nearly perfect. The matching of 
these requirements with what workers have to offer 
is the world over which Bert Hanman presides and 
is the basis for all his well worked out procedures. 

The physical examination, even the good one, as 
carried out in an industrial Medical Department 
leaves more unrecorded than is recorded. Few of 
the best physicians ever are able to dip sufficiently 
deep into human beings so as to have any grasp on 
a worker’s full measure of potentialities. Both the 
physician and the foreman may talk glibly about job 
requirements, and yet more is unsaid about any job 
requirement than is likely to come to the surface. 
This book seeks to reach well beyond the good phy- 
sician, even when blest with eager understanding, 
and equally beyond the able foreman however will- 
ing he may be to apply all he knows. All of this 
smacks of ultra complexity, and yet another thesis 
of this book is that simplicity is the word and that 
complexity may be banished. 

All too often those who know much about industry 
and industrial workers write convincingly of plans 
and procedures that will serve one situation — one 
kind of industry, or one size. This author knows all 
that, and forestalls by plans for practically every 
situation. His lowest of four categories is “For the 
One-Man Manager of the Small Firm, who is his 
own Personnel Man, who may or may not Employ 
the Services of a Consulting Physician, and who may 
or may not analyze the Demands of the Jobs in his 
Firm.” The language of this book is clever in the 
best meaning of that word. The foreman is likely to 
believe that the book had him only in mind. A top 
executive will embrace it as filling his own needs, 
while to the industrial physician it will not occur 
that it is other than his own special property. 

All of life is an eternal struggle for adjustment. 
Fumblings and defeats at every turn are sandwiched 
in with smaller numbers of victories and progres- 
sions. This book seeks to make the victories out- 
number the defeats through adjustments — and 
painless adjustments at that. Disability is pushed 
aside in order that there may be accent on abilities, 
and every person has them. 

Out of all this has come a plan—the HANMAN 
PLAN. 

NOTE: This book was made for and published by 
American Mutual Liability Insurance Company, 142 
Berkeley Street, Boston 17, for selected distribution 
to its policyholders. However, although it is not in 
the book-selling business, American Mutual is will- 
ing to consider outside requests for this book at the 
price of $2.50—which does not even cover the cost 
of printing and handling.| 


Occupational Diseases of the Skin 
HE THIRD edition of “Occupational Diseases of 
the Skin” will appear in February or March, 
1957; the publisher, Lea & Febiger, of Philadelphia. 
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The authors are Dr. Louis Schwartz, Dr. Loui 
Tulipan, and Dr. Donald J. Birmingham. D 

Schwartz and Dr. Tulipan were the authors of tl 

first edition published in 1937 and also of the secon 
edition published in 1947. Dr. Birmingham’s nam 
is new on the book. In addition to the three autho1 

there are contributions by Dr. W. D. Norwood, D 

F. Ronchese, and Anthony M. Schwartz, Ph.D. D 

Louis Schwartz retired from the Public Healt 
Service in 1947, and has been in private consultatio 
practice as an industrial dermatologist. He is Co1 

sulting Dermatologist to the Clinical Center of th 
National Institutes of Health in Bethesda, Marylan 
and Consulting Dermatologist, Occupational Healt 
Division, Public Health Service. Dr. Tulipan i 
now Emeritus Clinical Professor of Dermatolog; 
and Syphilis at the New York University Post 
Graduate Medical School, and Consulting Derma 
tologist and Syphilologist of Bellevue Hospital, Nev 
York City. Dr. Birmingham was one of Dr. 
Schwartz’s associates in the U. S. Public Healt! 
Service, and is now Chief Dermatologist of the 
Occupational Health Program of the Public Health 
Service, the position formerly held by Dr. Schwartz 
Dr. Birmingham is also Assistant Professor of Der- 
matology, University of Cincinnati College of Medi- 


cine; Lecturer on Dermatology and Syphilology, 
Skin and Cancer Unit, New York University- 
Bellevue Medical Center; and Assistant Clinical 


Professor of Industrial Health, Kettering Labora- 
tory. Dr. Norwood is Manager — Health and Safety 
of the Hanford Atomic Products Operation of the 
General Electric Company. He is an outstanding 
expert in the hazards accompanying the manufac- 
ture of fissionable materials and has written the 
chapter on “Skin Hazards from Radiation in 
Atomic Industry, Medicine and Defense.” Dr. Ron- 
chese, Professor of Clinical Dermatology, Boston 
University Medical School, is well-known as an 
author on occupational stigmata, having written a 
standard textbook, “Occupational Marks,” on the 
subject. Dr. Ronchese wrote the chapter in the third 
edition of Occupational Diseases of the Skin en- 
titled “Occupational Marks.” Anthony M. Schwartz, 
Ph.D., of Harris Research Laboratories, Washing- 
ton, D. C., an outstanding authority on synthetic 
detergents, has written the chapter on “Composition 
and Skin Hazards of Detergents and Surface Active 
Agents.” He is the author of many publications and 
patents in this field, including the book “Surface 
Active Agents” and the articles on “Detergency” 
and “Detergents” in the Kirk-Othmer Encylopedia 
of Chemical Technology. There have been hundreds 
of new chemicals manufactured and used since the 
last edition of “Occupational Diseases of the Skin” 
was published. The third edition lists many of these 
new chemicals and the hazards connected with their 
use. The chapter on “Skin Hazards from Radiation 
in Atomic Industry, Medicine and Defense” sum- 
marizes the latest information in this important 
new field. There also have been many new preven- 
tive methods, such as new protective ointments, 
new industrial detergents, since the last edition. 
These are discussed in the book. Many new illustra- 
tions have been added, and the bibliography is up 
to the end of 1955. 
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HE A.M.A. House of Delegates at the Chicago 

Convention (June, 1956) formally changed 
the name of the A.M.A. Section on “Preventive 
and Industrial Medicine and Public Health” to 
the A.M.A. Section on “Preventive Medicine.” 

That is constructive. The long-existing old 
name marked a shotgun wedding, never satisfac- 
tory to anyone. Moreover, the old term indulged in 
scientific redundancy. The new name, belatedly 
chosen, removes a lot of pariphrasis. 

Laboring under the burden indicated in its 
cumbersome designation, the Section did not 
thrive. Customarily the programs of its annual 
meetings were divided between public health and 
industrial medicine. The sessions on public health 
were attended by small numbers of public health 
physicians, and the sessions on industrial medi- 
cine by equally small numbers of industrial physi- 
cians. The necessary duality of subjects, reflect- 
ing the exigencies of time and place, allowed too 
little of both and not enough of either. Participa- 
tion was desultory and half-hearted. Sometimes, 
in the effort to stimulate interest, joint meetings 
were arranged with other, and more singly-pur- 
posed, Sections. Usually dominated by the other 
Sections, these meetings met indifferent response. 
Meanwhile the aspirations of both public health 
and industrial medicine toward the unqualified 
support of the entire medical profession are still 
unrealized insofar as the Section might have been 
the agency of their fulfillment. 

The present and the future of this Section on 
Preventive Medicine is teeming with opportunity. 
The opportunities are not limited to Public Health 
or to Occupational Health. These two forces in 
medicine—as dissimilar and as similar as they 
are—are well met under the canopy of Preventive 
Medicine. 
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A.M.A. Section on Preventive Medicine 


In the Chicago Sessions of A.M.A. last June 
that body issued a mandate to all physicians to 
give eye, ear, brains, and prayer to the havoc of 
traffic injuries. That havoc relates to engineering, 
to industry, to medicine, and to people. The Sec- 
tion on Preventive Medicine, looking for an ap- 
pealing “cause,” well might take up that A.M.A. 
mandate. The banishment of traffic injuries and 
deaths has no enemies. Likewise it has no finally 
successful ‘‘crusader.” Long ago some “seer” 
predicted that Hitler would be killed on some Jew- 
ish holiday. When challenged as to justification 
the response was “Any day on which Hitler is 
killed will be a Jewish holiday.” If the Section on 
Preventive Medicine wants a place in enduring 
medical history, let it achieve mightily in the 
elimination of the miserable toll of traffic injury. 
A National holiday is assured. 


Consider the Lilies 


EW PERSONS in the United States have seen 

such gorgeous flower gardens as were much 
written about in song and story in decades long 
past. This does not mean any lowering of love 
and appreciation of the flower gardens that earlier 
marked practically every home. The blight is a 
product of civilization: the expanse of industry, 
the millions of automobiles, the widening use of 
gas for household purposes. Flowers that never 
bloomed and plants that were stunted are the 
victims. 

This is not true of the British Isles or of many 
portions of Europe. Roses, the like of which are 
rarely seen in the United States, smile in 
abundance in thousands of home gardens in the 
British Isles. It is true that England is highly 
industrialized and its industrial centers and 
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neighboring areas are little blessed with flower 
gardens, but in the countryside myriads of plants 
live in the luxury of full bloom. The difference 
lies, by some calculations, in the automobile and 
its air-polluting reek. The countryside of the 
British Isles up to now has not been made hide- 
ous by heavy automobile traffic. 

Continually in the United States we are trying 
to convince ourselves either that air pollution is a 
near nationwide detriment or that it is not. One 
answer is found in the passing of the flower gar- 
dens. It does not necessarily follow that thwarted 
flowers mean damaged human beings, but perhaps 
it may be agreed that some degree of air pollution 
is universal to this land. 

These damning contentions are likely to be 


ber, 1956), writing about “The Effects of Ai- 
Pollution on Plant Life,” contribute some proo 

Not certainly was Adams a protagonist for th 

flower garden. Instead his pronouncements run t 

plants as indicators of type and intensity of ai 

pollution. His data specify numerous gases nc 
all of which were found to be plant damaging 
along with equally numerous damaged plants an: 
fruit trees wilted under the affront of air pollu 
tants. 

It is perhaps too much to hope that ever agai: 
in the United States the grand old countr\ 
gardens will thrive as they did about the tim: 
that some soldier at Chickamauga dreamed of : 
quick return to his home and garden. Yet in th 
midst of grievous evils that have assailed flowe 
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gardens at their best, there is a crumb of the 
beneficent. At least, stunted flowers never per. 
mitted to bloom, and trees hampered in the ful! 
measure of fruit-bearing, may contribute mute 
evidence that air pollution has beset the area. 


brushed aside as untrue or unimportant by the 
many, but exact proof is not altogether lacking. 
Turning from the garden that never bloomed to 
the technical printed page, let Donald F. Adams 
(A.M.A. Archives of Industrial Health, Septem- 





“The Best Working Conditions” 


N RECENT years great progress has been made in the fields of accident prevention 
| ioe occupational disease. And a number of industries have taken drastic and 
very costly measures to insure to their workers the best modern protection. However, 
it is a fact that hygiene measures have not as yet been placed on a par with other 
safety measures and are not as fully appreciated as aids to production and as a 
social obligation. A reason for this may be that the causes and remedies of disease 
are difficult to determine. As you well know, present-day industrial philosophy, sound 
management, and unions, require that the health and well-being of workers be pro- 
tected by the best means available. This is equally true be the hazard a disease or an 
accident. Any management that fails to provide this protection neglects a primary 
obligation to its workers and to its stockholders. It is a truism that plants with the 
best working conditions are the most economical, have the lowest accident rates, and 
provide the strongest competition. Improved measures against hazardous exposures 
are being constantly developed by the medical and engineering professions. It is our 
duty as managers frequently to review and test our own problems and programs in 
the light of these developments. In doing so we best serve our fellow workers, the 
communities in which they live, our stockholders, and the ideals which are implicit in 
our system of free enterprise. 

—From “Hygiene—Industry’s Opportunity and Challenge,” by GrorGE A. BENINGTON, President, 


Mutual Chemical Division, Allied Chemical & Dye Corporation, at the Twenty-First Annual Meeting, 
Industrial Hygiene Foundation, Pittsburgh, November 14-15, 1956. 
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